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CANCER OF THE BREAST* 


GORDON GORDON-TAYLOR, O.B.E., M.A., F.R.C.S. 


Senior Surgeon, 


At the 
Surgeons in 1932 one feature of the proceedings was a 
symposium entitled “Cancer is Curable,” and large 
numbers of so-called “ five-year cures ” were forthcoming. 
The choice of subject on that occasion was avowedly 
propagandist, for it was strongly felt that until it could 
be brought right home to the laity that cancer is a curable 
disease early consultation and early treatment, so neces- 
sary tor success, were not likely to be of frequent occur- 
rence. Furthermore, those organizing that discussion 
fervently hoped that the medical profession, and especially 
such as may have been depressed by an unfortunate series 
of cases, might be convinced anew of the real value of 
the various methods of cancer treatment in vogue, and 
would encourage their patients to avail themselves of these 
curative measures at the earliest moment. Doubtless 
similar motives actuated the officers of the Section of 
Surgery in their choice of mammary cancer as the theme 
for debate. 

Some of you may have been privileged to attend the 
fourth Biennial Informal Conference of the British Empire 
Cancer Campaign in March, 1937, and have had the good 
fortune to listen to those apt, well-chosen words of Mr. 
Cecil Rowntree, who from the chair inaugurated the dis- 
cussion on the * Present State of the Treatment of Cancer 
of the Breast: his participation in the affairs of this 
Section to-day recalls that successful. meeting. 

I am persuaded that in extending this invitation to me 
the Section is really desirous of obtaining such informa- 
tion concerning. the end-results of the radical operation for 
cancer of the none as may come from a surgeon who, 
Save for a very brief period, has eschewed the methods of 
post-operative irradiation as a supplement to radical 
Surgery in the cases of mammary carcinoma which are by 
common usage now classified as Group I and Group II. 
Ihave always regarded wide radical surgery as the method 
of election in almost every patient belonging to these two 
categories, but my debt to radiotherapeutic colleagues in 
respect of Group III cases, and of those patients with 
recurrent disease, is incalculable ; I yield to none in my 
admiration for their humanity, enthusiasm, and optimism 
In their relations with a class of patient that is largely 
constituted by those condemned to die. 

The methods of radiotherapy are indeed sometimes 
preferred by me in occasional cases of primary cancer of 
the breast ; thus during the decade 1925-35 I employed, at 
Middlesex Hospital, radiation alone in thirty-nine cases 
of primary breast cancer, of which twenty-eight were 
Group III cases, eight belonged to the Group II class, 
and three were arranged in the Group I category. In | the 
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advanced or “bad surgical risk ~ type of patient, three 
only are alive, the length of survival ranging from two to 
six years. Among those patients of this series who are 
now dead, one survived eight years and another succumbed 
only after five and a half years. 

In another group of twenty-nine patients, in whom for 
various reasons a radical operation could not be _ per- 
formed, and who were submitted to a mere local removal 
of the breast, irradiation was superadded; only two 
survive, but of those patients now dead one lived ten 
years, one eight and a half years, and two others five 
and six years respectively. The patients who succumbed 
after eight and ten years died of maladies unconnected 
with the mammary carcinoma. 

I have thus, for the most part, reserved radiation 
therapy for the advanced case or those unsuitable for 
radical surgery. It is with the results of the radical opera- 
tion for cancer of the breast that I shall concern myself ; 
and although I am conscious of a paucity of numbers 
I prefer to deal entirely with my own personal cases ; 
these results are set out in the following table: 


Total cases of carcinoma of breast dealt with by radical operation from 1908 
to 1938, inclusive aie Ar ah ec me . 693 
Cases untraced 7 
Number of cases treated ‘by radical operation up to 1928——that is, cases 


that could have survived 10 years or more 3 . ; 0a 363 
Group I cases operated on up to 1928 .. - si os EES 

Cases surviving 10 years ahd “a - : 95 (84.07%) 
Group II cases operated on up to 1928 .. 7 bs .. 204 

Cases surviving 10 years ‘ oa Sis 60 (29.4 °%) 
Group HI cases operated on up to 1928 st $4 , 46 


3 (6.5° 
=the it is, cases 


Cases surviving 10 years 
Number of cases treated by radical operation up to 1933- 


that could have survived 5 years or more .. ‘ i ; f 497 
Group I cases operated on up to 1933... - =a 163. 

Cases surviving 5 years .. ” S 140(85. 88 °%) 
Group II cases operated on up to (933: «:: oi ea .. 233 

Cases surviving 5 years .. 113.39 9%) 


Group III cases operated on up to 1933 ie Sd , 5! 
Cases surviving 5 years .. 5 (9.8%) 
Number of cases treated by radical oper ation up to 1935—that is, cases that 
could have survived 3 years or more 4 ; ; 551 


Group I cases operated on up to 1935 172 
Cases surviving 3 years .. site 147 (85.4%) 

Group II cases operated on up to 193 > ae 320 
Cases surviving 3 years °. ; a6 150 (46.8%) 

Group III cases operated on up to 1935. - ae < 
Cases surviving 3 years .. a d 6 (10.1%) 
Protracted Survival after Radical Mastectomy.—Ot 
158 patients who have survived radical mastectomy ten 
years or more, eight survived twenty-five years; six 
survived between twenty and twenty-five years* ; thirty- 
three have lived between fifteen and twenty years : and I11 


managed to attain a decade of years after their mastectomy. 

Association with Carcinoma of Other Parts of Body.— 
Two patients have subsequently developed a_ primary 
carcinoma of the stomach ; one twelve and a half years, 
one five years after mastectomy. Two patients have 
subsequently developed carcinoma of the rectum, each six 
years after mastectomy; two patients presented them- 
selves with a simultaneous carcinoma of the rectum and 
1913 and 





+ These represent 1914 cases. The war years furnish 


NO statistics. 
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a carcinoma of the breast; both did badly and died of 
their rectal carcinoma. One patient survived an excision 
of the cheek, jaw, and floor of mouth ten years, and 
then developed a carcinoma of the breast : at the moment, 
two and a half years after mastectomy, she is alive and well. 
Operative Mortality 

There have been eight deaths in this series of 603 cases: 
one patient, inadvertently operated upon on the first day 
of her menstrual period, lost an inordinate amount of blood 
and died rapidly from the results of haemorrhage ; another 
patient with diabetes, who had been under severe dietetic 
treatment before the days of insulin, died from exhaus- 
tion at the termination of the operation; one died of 
mesenteric thrombosis ; one of erysipelas ten weeks after 
operation; one patient, where surgical removal was 
effected by diathermy, developed a wound infection with 
the Klebs-L6fMfler bacillus, from which she succumbed ; one 
with advanced heart disease died of heart failure, one from 
bronchopneumonia, and one of a pontine haemorrhage 
which took place during the operation. 

The History of the Radica! Operation 

It is indeed appropriate that this discussion on cancer 
of the breast is being held in Plymouth, for this city 
cradled the “father of modern breast cancer surgery.” 
Although cancer of the breast had been operated upon as 
far back as the Byzantine Period by Paul of Aegina, it 
was Charles Moore, born in Plymouth in 1821, and later 
surgeon to Middlesex Hospital, who in 1867 enunciated 
the necessity for removing, in addition to the entire breast, 
any unsound adjoining textures. Time does not permit 
me to do more than mention the names of Lister, Mitchell 
Banks of Liverpool, Gross of Philadelphia, Halsted of 
Baltimore, Harold Stiles and Heidenhain, Watson Cheyne, 
and my old master Alfred Pearce Gould. 


The story of breast cancer would, of course, be incom- 
plete without the name of my friend and colleague 
Sampson Handley, whose reputation in this sphere is 
international. These are the giants associated with the 
evolution of the radical operation for mammary cancer. 
Grey Turner first taught me the advisability of removing 
the clavicular head of the pectoralis major. 

It was remarked by perhaps the wisest British surgeon 
of this century that where the ancillary methods of surgery 
are added to the knife in dealing with cancer the extent 
of the operative removal inevitably becomes curtailed ; 
nor is it otherwise in the treatment of mammary cancer. 
Pre-operative and post-operative irradiation has gradually 
restricted the extent of surgical ablation; the curtailment 
is noted especially in the amount of skin removed, the 
clearance of the axilla, etc. By some, radium has even 
been regarded as the equal, if not the superior, of radical 
surgical removal. The figures produced by my friend 
Geoffrey Keynes are worthy of the closest study, and, eman- 
ating from the practice of so distinguished, experienced, 
and learned a surgeon, must command our earnest attention. 

In order to secure some information as to the practice 
of other surgeons in respect of pre-operative and post- 
operative irradiation, I approached seventy-two of my 
friends throughout Great Britain, sending them the follow- 
ing questionary: 


QUESTIONARY ON CARCINOMA OF BREAST 
1. For the ordinary “ operable” cases of carcinoma 
of the breast (Stages 1 and 2 of the Geneva Con- 
vention) what is your usual treatment? 
(a) Radical mastectomy alone. 
(b) Operation plus radiation therapy. 
(c) Radiation therapy alone. 


2. If the operation and radiation therapy—what 


form does this usually take? 


3. Do you give pre-operative deep x-ray as a 
routine? 
4. Do you give post-operative deep x-ray as a 


routine? 

5. What treatment do you use for advanced cases 
(Stage 3 of the Geneva Convention)? 

6. What treatment do you use for local recur- 
rences? (Skin nodules, axilla, and supraclavicular 
triangle.) 

7. Do you think that routine deep x-ray improves 
results of radical mastectomy? If you have any 
Statistics readily available which prove this point 
or for the general results of your treatment of carci- 
noma of the breast would you add them below? 

Unfortunately no very useful information for future 
guidance is forthcoming. Four different usages prevail: of 
the surgeons interrogated 25 per cent. make no use of 
irradiation as a supplement to radical operation; 44 per 
cent. use some form of irradiation in every radical mast- 
ectomy ; 29 per cent. employ irradiation in Group II cases 
after radical mastectomy, and 2 per cent. favour the 
method of irradiation alone without radical removal. 

The general tendency of surgical opinion is certainly 
towards the more frequent employment of supplementary 
irradiation, yet no figures to warrant the constant and 
universal use of post-operative irradiation therapy are 
quoted by any observer. Some who employ post-operative 
irradiation have even naively stated that patients have 
confessed that the ordeal of irradiation is worse than 
radical operation. 


I am not here to contrast one method of treating cancer 


of the breast with another, nor could I draw any fair 
conclusion as to their respective merits. A paper on 
prognosis in carcinoma of the breast, written by R. W. 
Scarft and R. S. Handley (1938) concerns itself primarily 
with the evaluation of histological grading, but this has 
een employed in only a few of my cases. The histo- 
logical points on which mammary tumours have _ been 
graded by Patey and Scarff are: 


1. Tubule formation; if well marked, this is favourable. 

2. Pronounced irregularity in size and outline of nuclei; 
the greater the irregularity. the worse the prognosis. 

3. The presence of hyperchromatic nuclei and of mitotic 
figures ; the greater the number, the worse the prognosis. 

4. The presence of secretion is regarded as favourable. 


Little stress is laid upon other points, such as cell 
degeneration, infiltration by lymphocytes, or the appear- 
ance of the stroma. 

Employing these criteria, Scarft divided breast carcino- 
mata into three grades of malignancy, but he does also 
admit that the presence or absence of axillary metastases 
is perhaps the most important single factor in prognosis, 
although this might seem an arbitrary standard by which 
to judge the clinical stage of the disease. 

Where information is lacking as to the histological 
gerade of the breast tumour no two series of cases or 
of treatments can be fairly compared. Apart from histo- 
logical grading and the clinical stage of the disease the 
resisting power of the patient to cancer may also play 
an important part in prognosis ; geographical environment 
may not be altogether negligible in determining the end- 
results. ; 


Late Recurrences 


It seems strange that cancer of the breast may recut 
as long as thirty-one years after the initial operation; 
Frank Steward (1925) records such a case operated upon 
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initially by Sir Henry Butlin, and mentions another of 
Sir Anthony Bowlby’s. I have myself seen a carcinomé 
of the breast recur in the pelvis as a mass, the histo- 
Jogical structure of which was reported as a “ sphercidal- 
celled carcinoma of mammary type.” The breast had 
been removed by Sir Cuthbert Wallace for carcinoma 
thirty years before. Three cases of recurrence in the scar 
have been observed by me twenty-one, twenty-two, and 
twenty-three years after operation by other surgeons. 
A case of my own developed a recurrence in the scar 
seventeen years after a radical operation, and this fol- 
lowed a few weeks after an acute attack of pyelo- 
neparitis, for which I had been called to treat the patient. 
I have seen local recurrence follow an operaticn for 
haemorrhoids performed sixteen years after the initial 
amputation ; two recurrences followed gall-bladder opera- 
tions, and one seemed consequent upon a hernia operation 
performed under a local anaesthetic six years after the 
mastectomy. 

In most cases late recurrence has progressed disas- 
trously, but exceptions are met with. One patient, 
operated upon for a mammary cancer seventeen years 
previously, developed a recurrence at the clavicular end 
of the scar. This was “flared” by radium, quickly 
becoming adherent to the clavicle : glands in the posterior 
triangle of the neck rapidly made their appearance, and 
there was increasing oedema of the arm. A “ fore- 
quarter amputation” was performed, and the posterior 
triangle of the neck was cleared out at the same time. 
The patient survived two years, dying of metastases in 
the spine. 

Certain geographical localities seem to “breed” a 
carcinoma of the breast of less malignant type: Mid- 
Hertfordshire has, in my experience, produced many ten- 
year and even twenty-year clinical “cures; the Biggles- 
wade and Sandy area of Bedfordshire seems conspicuous 
for the malignity of cancers of all sorts. 

Sure and accurate knowledge of the dread scourge will 
one day place in our hands some more specific cure than 
we at present ‘possess, and much of the heroic in cancer 
surgery will pass into oblivion. In that golden era gross 
mechanical destruction of disease and cruel mutilation 
shall be no more, but even now much encouragement 
is to be found in the results of the surgery of breast 
cancer. A chaplain at “ Middlesex ” told me that during 
his three years’ service at the hospital he had never met 
any patient who wanted to die. The addition of three 
years of life may not be always a trifling gift: five years’ 
respite constitutes no paltry achievement ; ten years may 
be a source of abiding joy to patient and relatives ; twenty 
years spells a triumph! 

Some may remember how the late Sir James Barrie, 
in his Rectorial address on “ Courage” to the red-gowns 
of St. Andrews, reminded his listeners that “ God gave us 
memory so that we might have roses in December.” The 
memory of those 158 patients who have each survived 
More than ten years, perhaps many more years than ten, 
after an operation for a mortal disease like cancer of the 
breast, will be for me a reminder that I, too, can have 
my “roses in December.” 

It affords me great pleasure to acknowledge the kindly 
help of many friends. Miss Griffith and Miss Coysh of 
the follow-up department of Middlesex Hospital have fur- 
Nished me with information about almost every single case 
of my own operated on in “ Middlesex” since 1925; it is 
with pleasure that | express my sincere thanks to my registrar, 
Mr. A. S. Till, who pursues with tireless energy any research 
On which he is engaged. The courtesy and alacrity with 
which my questionaries, sent to many friends, were answered 
and returned to me were perhaps not surprising, for British 
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surgeons are a “band of brothers.” To the members of the 
medical profession whom I have assailed with letters I am 
under a great debt of obligation for the trouble they have 
taken to collect the information that I desired. To Miss Hall, 
my late secretary, | am grateful for aiding in the search 
for patients operated upon long ago. Miss Aspiotis had 
genius and pertinacity in obtaining news of patients operated 
upon even as long ago as thirty years. The topographical 
knowledge of my chauffeur, and many taxi-drivers, to say 
nothing of their enthusiasm, aided my efforts to secure the 
information [| wanted. My own labours are also not un- 
deserving of some eulogy when only seven cases have remained 
untraced. 
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TREATMENT OF PAIN IN THE FACE BY 
~ INTRAMEDULLARY TRACTOTOMY 


BY 


G. F. ROWBOTHAM, F.R.C.S. 


(From the Neurosurgical Service of the Manchester 
Royal Infirmary) 


This paper is concerned with three cases of severe pain 
in the forehead which have been relieved by section, 
through the  postero-lateral aspect of the medulla 
oblongata, of the pain fibres in the descending tract of 
the trigeminal nerve—a method recently suggested by 
SjOqvist (1938) of Sweden. 

The results of surgery in the relief of primary neuralgia 
of the face are outstandingly good, and, in fact, tic 
douloureux is one of the most gratifying ailments to treat 
in the whole realm of medicine and surgery. Important 
advances have been made since Horsley’s description in 
1891 of an unsuccessful attack on the sensory root of the 
trigeminal nerve several years before. It is to Hartley 
(1892) of America and Krause (1892) of Germany that 
chief credit must be given for the extradural approach 
through the middle fossa, which formed the basis of 
Operative procedures destined to obtain so great a 
success. In the first instance both divided the trunks 
of the nerve distal to the ganglion, and it was not until 
a year later that Krause (1893) removed the ganglion 
itself. In 1901 Spiller and Frazier suggested division of 
the posterior root instead of removal of the ganglion, 
and it was this modification which so profoundly in- 
fluenced all subsequent methods of treatment. Apart 
from conservation of the motor root, the great advantage 
of the method is that a fractional anatomical section is 
generally possible. Immediately behind the ganglion the 
nerve fibres run in groups corresponding fairly accurately 
with the three peripheral trunks, and can be isolated 
according to their relative positions, the mandibular and 
maxillary fibres occupying the lower and outer two-thirds 
of the root. Dandy (1929) claims that as the posterior 
root nears the pons varolii the fibres conducting the ~ 
various modalities of sensation become rearranged into 
distinct physiological groups, so that by means of an 
intradural approach through the posterior fossa it is 
possible to divide only those fibres which are carrying 
pain impulses. It is doubtful whether this arrangement 
occurs in all cases, and there is much experimental evidence 
to disprove it. However, within the brain stem physio- 
logical grouping does take place, and in this position 
fractional physiological section is possible. Sjéqvist has 
devised a method by which he is able to divide the 
pain fibres in the descending limb of the trigeminal 
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tract by an incision through the postero-lateral aspect of 
the medulla oblongata, sparing the sensation of touch so 
that the face is not recognized by the patient as un- 
pleasantly numb. 
Case I 

Intramedullary tractotomy for the relief of neuralgia in the 
ophthalmic division of the right trigeminal nerve. 

History.—A woman aged 58 was admitted to the neuro- 


surgical service of the Manchester Royal Infirmary under the 
care of Mr. Geoffrey Jefferson. One day, nine months pre- 


distance of 4 mm. and to a depth of 3.5 mm. During the 
manipulations within the dura mater the systolic blood 
pressure rose and the pulse increased in rate—changes no 
doubt due to traction or pressure on the medulla oblongata, 
The flaps of dura mater were sewn together to prevent blood 
trickling into the posterior fossa from the raw surface of the 
muscles. To complete this repair a small fascial graft was 
necessary because, as is usual, the dura mater had contracted 
after it had been opened. Finally the usual careful closure 

Was made in layers. 
When the patient left the operating theatre her general 
condition was excellent; the right corneal reflex was absent, 
Whereas the left was actively present. Con- 
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valescence was not very smooth in this case, 
because of the development of a low-grade 
meningitis—not due to irritation of blood, as 
proved by lumbar puncture. This complication 
cleared up and the woman made ‘a_ perfect 
recovery. In the first few days there was slight 
difficulty in swallowing, but this soon dis- 
appeared and she was able to eat solid food in 
the usual way. This deserves mention because 
of the very close and dangerous proximity of 
the vagal nucleus to the plane of operative 
section. Before the operation the woman was 
suffering from severe and frequent spasms of 
neuralgic pain, and since the operation she has 
been entirely free; in fact, there is something 
about the quality of the analgesia which tells her 
she is not going to have any more. Herpes 
developed on the right upper and lower lips 
towards the end of the first week—a _ most 
interesting observation, as herpes has always 
been thought to be due to injury of the 
Gasserian ganglion. 

Fig. 2 illustrates the areas of sensory impair- 
ment which were present post-operatively. The 
dense anaesthesia at the back of the head is due 
to severance of the occipital nerves in the skin 
incision. Sensory changes in the right forehead 
and face are due to severance of fibres or cells 
in the nuclei of the trigeminal tract. This area 








Fic. 1.—Showing the site of the incision of intramedullary tractotomy. 


viously, when walking on the promenade at Blackpool, the 
wind “caught her face,” and the next morning she experi- 
enced severe pain over the right eyebrow. The pain was 
essentially spasmodic in character ; it came on in sharp knife- 
like stabs, starting in the eyebrow and shooting into the 
forehead. A spasm would be brought on by washing the 
face or by a cold draught. and in the past few weeks 
the pain had been almost intolerable. 

On examination she was seen to be a small thin woman, 
though well preserved, and certainly not of the nervous or 
migrainous type. There was no loss of sensation in the face, 
and no abnormal neurological signs were found. It is rare 
for true tic douloureux to start in the ophthaimic division of 
the fifth nerve, but this was a genuine case. 

Operation (performed by G. F. R., April 16, 1938).—Under 
avertin and gas-and-oxygen anaesthesia a wide cerebellar 
exposure was made through a transverse skin incision (Fig. 1). 
A generous amount of bone was removed, including the 
posterior margin of the foramen magnum, and the dura mater 
was opened through a Y-shaped incision. This exposed a 
large cisterna magna, filled with cerebrospinal fluid, and its 
release by puncture of the tough arachnoid membrane so 
lowered the tension in the posterior fossa that manipulations 
could be carried out with ease. The right cerebellar tonsil 
was retracted until the foramen of Magendie came into view ; 
on lifting the cerebellar lobe still further the restiform body 
was exposed and at the side could be seen the roots of the 
vagus nerve, the curve of the vertebral artery, and the 
ascending root of the spinal accessory nerve. Two milli- 
metres above the lowest vagal root and starting close to its 
origin from the medulla oblongata a transverse incision was 
made into the right tuberculum cinereum in its outer part for a 


is densely analgesic ; thermal sense is impaired, 
a hot tube is felt as warm and a cold tube 
warmer still: light touch can be appreciated and 
localized perfectly, but it does not feel quite the same as on 
the opposite side. The corneal refiex on the right side has 
disappeared, but at no time has there been any sign of ulcera- 


Areal 


Areal 





Fic. 2. Fic. 3. 


Fic. 4. 


Fic. 2.—Areas of sensory impairment present post-operatively 
in Case I. 

Area 1: Complete anaesthesia, owing to the severance of 
the occipital nerves in the skin incision. Area 2: Pain sense is 
absent; thermal sense is faulty; light touch can be appreciated 
and accurately localized. 


Fic. 3.—Areas in which sensory changes occurred post- 
operatively in Case II. 
Area 1: Complete anaesthesia. Area 2: Pain sense is 


depressed; the corneal reflex is absent; thermal sense is faulty; 
sense of light touch is normal. 


Fic. 4.—Areas in which sensory changes occurred post- 
operatively in Case III. Area 1: Complete anaesthesia. 
Area 2: Pain sense is absent; thermal sense has lost discrimina- 
tion; light touch can be appreciated and correctly localized. 
The sensory changes in the lower part of the face are much 
lighter than over the forehead, and this is particularly so over 
the lower lip. 

[Norte: In all three cases sensation is normal on the opposite 
side of the face.] 
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tion of the cornea or haziness of the conjunctiva. Both eyes 
can be made to water freely. The tongue is analgesic on the 
right side in its anterior two-thirds, taste is present on this 
side, sense of sme!l is good in both nostrils, and all the 
muscles of mastication are active. There are no changes 
referable to the sympathetic nervous system—no_ pupillary 
changes. no differences in colour or temperature in the skin 
on the two sides of the scalp or face. This woman was an 
excellent witness. 


Case II 


Severe and persistent migrainous headaches treated by intra- 
medullary tractotomy. ; 

History—A man aged 50 was transferred by Dr. Don 
from the medical wards to Mr. Jefferson’s neurosurgical 
service on May 5, 1938. For fourteen years he had suffered 
from periodic headaches confined to the right side of the 
forehead. They would come on slowly, develop to a climax, 
and then slowly disappear. Occasionally specks would float 
before his eyes and he would feel sick. In the past ten days 
the headache had been continuous. Medical measures having 
failed, he was anxious to undergo any surgical treatment if 
there were a reasonable chance of gaining relief. 

On examination he was observed to be a tall well-built 
man, and was living an active life as an overseer in a 
munition factory. He was of the nervous type, but not a 
single abnormal neurological sign was discovered. Migraine 
unassociated with any underlying pathological change was the 
obvious diagnosis. Because of the persistency and severity of 
the pain and the failure of ergotamine tartrate to give relief 
it was decided that surgical intervention was necessary. 

Operation (performed by G. F. R.. May 10, 1938.— 
The entrance was tedious because of massive nuchal muscles 
and a thick occipital bone. A good exposure was obtained, 
and a transverse incision 4 mm. long was made into the right 
tuberculum cinereum in its outer half just above the lowest 
vagal root, to a depth of 3.3 mm. Towards the end of the 
Operation the pulse became irregular for a few minutes and 
extrasystoles developed. When the patient left the operating 
theatre his general condition was excellent: the right corneal 
reflex was absent and the left one was brisk. Within two daysa 
“red ~ eye developed, but this was due probably to the trauma 
of repeated testing for the corneal reflex rather than to para- 
lytic interstitial keratitis, and it cleared up in_ forty-eight 
hours. During convalescence he had a little difficulty in 
swallowing: this was subjective rather than objective. There 
was a fine nystagmus on lateral fixation to both sides: no 
cerebellar signs were present in the arms or legs. 


Fig. 3 illustrates the areas in which sensory changes occurred 
post-operatively. Area 1 is completely anaesthetic, due to 
severance of the occipital nerves in the skin incision. In 
the right side of the face and forehead the sensation of pin- 
prick is dulled, the analgesia fading in density from above 
downwards. Thermal sense is not so discriminative as in 
the corrcs ‘onding areas on the left side. Light touch is 
present ana san be localized perfectly. 

In this case the tracts had been bruised rather than severed 
completely, because, as the days went on, the analgesia began 
to fade from below upwards. This is an important observa- 
tion, since it shows that a fixed length or depth of section is 
not entirely adequate and that each case must be judged indi- 
Vidually. This man had a bulky and very wide medulla 
obiongata, and so the medullary incision would have been 
better lengthened and deepened. 


Case III 


Intramedullary tractotomy for primary neuralgia affecting 
the ophthalmic division of the left trigeminal nerve. 

History.—A man aged 56 was admitted to the neurosurgical 
service of the Manchester Royal Infirmary, under the care 
of Mr. Geoffrey Jefferson, complaining of pains in the left 
forehead. These started in November, 1935, and had appeared 
at intervals ever since, the last attack being very persistent. 
When he appeared at the out-patient department he was 


suffering from severe pains—so severe, in fact, that he refused 
to go home, and insisted on being admitted to the hospitai 
as an urgency. The pain started in the region of the supra- 
orbital notch and, in spasms, shot upwards into the forehead 
as if red-hot needles were being driven into the skin. Each 
spasm would last a second or so, and then the pain would 
disappear, to be repeated in about a minute. In the past four 
days the intervals of relief had been so short that he was 
almost demented. 

On examination there was not a single abnormal neuro- 
logical sign and, in particular, no sensory loss in the face. 
It is unusual for true primary major neuralgia to start in the 
ophthalmic division of the trigeminal nerve, but this was a 
typical example. 

Operation (performed by G. F. R., May 21, 1938).—In this 
case the experience gained in the two previous operations per- 
mitted a more limited exposure of the posterior fossa, and a 
low mid-line entrance was made. At the level of the lower 
fibres of the vagal line, and starting at their superficial origin, 
a transverse incision 4 mm. long and 3.5 mm. deep was made 
into the left tuberculum cinereum. The incision had to be per- 
formed in two cuts because of a large vessel which ran vertically 
across the proposed line of section and could not be mobilized. 
At the end of the operation the patient was in excellent 
condition: the left corneal reflex was absent, whereas the 
right one was brisk. The next day his left arm was wildly 
ataxic, the left leg a little unsteady, and there was a fine 
rapid nystagmus on lateral fixation; but all these signs 
disappeared in three days’ time. General convalescence was 
easy and smooth throughout. For a few days there was some 
difficulty in swallowing, which again was subjective rather 
than objective, and difficulty in micturition which did not 
necessitate catheterization. 

Fig. 4 illustrates the sensory changes which occurred in the 
face post-operatively. The anaesthetic area at the back of 
the scalp is, due to severance of the occipital nerves in the 
skin incision. Area 2 is analgesic, thermal sense is depressed, 
a hot test-tube being appreciated as a warm one, and a coid 
tube as a little less warm than the hot one. Light touch can 
be appreciated and correctly localized. The man volunteered 
the statement that the sensory changes were “ heaviest” from 
above downwards. He has had no neuralgic pains since the 
Operation, and is now a much happier-looking man. 


Commentary 


The immediate relief of severe forehead pains in three 
cases has been conspicuous, and though not enough time 
has yet passed to allow of a final evaluation of the method 
in the therapeutics of neuralgias the nature of the opera- 
tion suggests that the good results will be lasting. 

The advantages of the method are that the face is not 
completely denervated ; analgesia is densest in the fore- 
head, and the muscles of mastication are never paralysed— 
an important consideration, as bilateral neuralgia is by 
no means uncommon. Moreover, the great superficial 
petrosal nerve (nerve of tear-secretion) is far from possible 
injury, and so a dry eye is avoided. It is the loss of tear- 
secretion which is thought to be the main factor in the 
production of corneal “ steaming ” or ulceration, a trouble- 
some complication occasionally following posterior root 
section. 

The operation also makes an_ interesting neuro- 
anatomical experiment in elucidating the destination of 
the fibres in the posterior trigeminal root. Somatically, 
the face is represented upside down in the long spinal 
nucleus and the vascular lesions of the brain stem, and 
in particular the occlusions of the posterior cerebellar 
artery have often shown a dissociated sensory loss, pain 
sense being absent and touch intact. The Sjéqvist sections 
furnish, for the first time, experimental proof in the 
human that fibres conveying the various modalities of 
sensation are rearranged within the brain stem into physio- 
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logical groups, the pain fibres probably having the lowest 
and the touch fibres the highest representation in the 
somatic sensory nucleus of the trigeminal nerve. 


BIBLIOGRAPHY 


Arch. Surg., 18, 687. 

N.Y. nted. J., 55, 317. 

British Medical Journal, 2, 1139, 1191, 1249. 

Ibid., 2, 879. 

Arch. klin. Chir., 44, 821. 

(1893). Dtsch. med. Wschr., 19, 341. 

(1896). Neuralgie des Trigeminus, Vogel, Leipzig. 

Ranson, S. W. (1935). Anatomy of the Nervous System, Saunders, 
Philadelphia and London. 

Sjoqvist, O. (1938). Zbl. Neurochir., 2, 274. 

Smyth, G. G. E. (1938). The Spinal Tract of the Trigeminal Nerve 
and its Central Connexions, M.D. Thesis, Victoria University, 
Manchester. 

Spiller, W. G., and Frazier, C. H. (1901). 
14, 342. 

Stopford, J. S. B. (1917). J. Anat. Physiol., 50, 131, 255; 51, 252. 

(1924). J. Anat., 59, 120. 

— (1930). Sensation and the Sensory Pathway, London. 


Dandy, W. E. (1929). 
Hartley, F. (1892). 
Horsley, V. (1891). 
Jefferson, G. (1931). 
Krause, F. (1892). 


Univ. Penn. med. Bull., 





THE EMPLOYMENT OF DIABETICS 


BY 


R. D. LAWRENCE, M.D., F.R.C.P. 


AND 


KATE MADDERS, M.B., B.S. 
(From the Diabetic Department, King’s College Hospital) 


Diabetics still suffer great difficulties in their work and 
employment from the public misapprehension that they are 
necessarily invalids. However fit and healthy he or she 
may be under appropriate treatment, the patient with 
diabetes cannot enter any Governmental or similar service, 
is barred from all types of employment which are pension- 
able, and is liable to find himself discharged when his 
private employer knows of his disease. As a result, 
patients with diabetes must often hide their condition and 
miss necessary visits to our day clinics (we now have an 
evening clinic for them), as these might disclose the disease 
to their employers. Young diabetics entering industry are 
rarely accepted by an approved society, and can usually 
enly get health insurance through the Post Office scheme, 
with its limited benefits. Many children, after winning 
scholarships for higher education, find that they cannot 
take them up because they suffer from diabetes. Altogether, 
many lose confidence from rebufis in finding the type of 
work they wish to do and which they are most capable 
of doing well. 


From experience with our hospital clinic we consider the 
above attitude quite unjustified, unfair, and a mere 
survival of pre-insulin days, when ill-health—that is, indus- 
trial inefficiency—and early death were the rule. Patients 
appeal to us and to the Diabetic Association, which con- 
cerns itself with such difficulties, to help them against this 
injustice and handicap. The Diabetic Association sug- 
gested that an investigation should be made of the employ- 
ment efficiency or disability in our hospital patients so as 
to produce facts instead of vague impressions. The results 
of the inquiry follow. 


Investigation in a Hundred Cases 


No special selection of employed patients was made, 
but the first 100 employees attending the clinic were 
studied. As most of these patients attend at intervals of 
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about three months it took about six months to investi- 
gate 100 cases. Both sexes were included, but the majority 
(75 per cent.) were men. Their ages varied from 14 to 
65, but 73 per cent. were under 40 years old and conse- 
quently cases of severe diabetes; the majority (83 per 
cent.) were having insulin treatment continuously. The 
average amount of insulin given was 35 units, and varied 
from 80 to 8 units daily. The duration of employment 
as diabetics varied from one to nineteen years, with an 
average of five years. All types of employment—some 
strenuous, some sedentary—were found, and included such 
occupations as gardening, engineering, carpentry, com- 
mercial travelling, shopkeeping, office work, work as 
telephonist, domestic service, etc. 

It is realized that the data obtained are inaccurate, since 
patients chiefly depend on their memory. In every case, 
however, we have checked their story from attendance 
records and found it to be reasonably accurate. The 
tendency was to remember “ diabetic illness ~ but to forget 
minor indispositions—influenza, colds, ete.—which, how- 
ever, were usually noted in the case records. It was soon 
recognized that it was necessary, in observing the effects 
of diabetes per se on time lost in employment, to dis- 
tinguish between diabetic illnesses directly due to the 
disease and fortuitous illnesses: febrile colds, appendicitis, 
etc.—that is, common illnesses not caused by diabetes, 
Again, it was thought right to distinguish between the time 
lost at the onset of diabetes, while treatment was being 
worked out, and after restoration of health by adequate 
treatment. We have not included visits to our clinic (on the 
average four half-days a year) as time lost! The figures 
have therefore been prepared in the following way: 


Loss of Working Time in 100 Diabetic Cases 


; : Cases 
For Diabetic Illness: 
I. No loss of time, even at onset “= as << 3 
II. Time lost at onset only iy ws ae oc 38 
77 
III. Time lost after first stabilization .. ate a 23 
100 
Analysis of Group III: 
Cases 
Restabilization necessary in cases with good 
health on diet for 1-3 years but which broke 
down and needed insulin a 8 
*Sepsis (carbuncles, ulcers of foot, etc.).. > 
Diabetic coma ss a 8 sn je 
Hypoglycaemia and after-effects. . ate ca it 
*Neuritis Y ts ” J vs Se 
Cataract (after 11 years’ work as diabetic) .. 1 
*Hyperthyroidism 1 
23 
*It is doubtful if some of these conditions 
should be classed as diabetic illnesses. 
_ For non-diabetic Reasons, time was lost by.. ike in OO 


Their illnesses included bronchitis, influenza, appendicitis, 
accidents, and, of course, colds, bilious attacks, etc. 


It was hoped at first to get accurate figures of the days 
or weeks lost for the above reasons, but this was found 
impossible. We are sure, however, that our patients were 
not longer incapacitated from work by influenza, acci- 
dents, and so on, than non-diabetic individuals. 

The school attendances of children have not been 
included in this survey, but the matter is being investi- 
gated. The result ought to be interesting; the figures 
will be more accurate, since they can be checked, and will 
allow of comparison between groups similar in all respects 
except their diabetic diathesis. 
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Conclusions 


A survey of 100 employed diabetics shows that 77 per 
cent. lost no time from work because of their diabetes 
after the initial stabilization of treatment, and the figure is 
85 per cent. if the ultimate stabilization on insulin of 
another 8 per cent. originally treated by diet alone is 
included : 55 per cent. lost some time from illnesses un- 
connected with their diabetes. Our survey has no 
statistical accuracy; even if it had there seem to be no 
figures available to compare the working time lost by our 
patients with that lost by a mixed non-diabetic population. 
We think, however, the survey shows that most treated 
diabetics are good employees from the health point of 
view, and hope that the widespread prejudice against their 
employment may be removed. In addition it should be 
pointed out that we have surveyed only the hospital 
section of the working community and that we know that 
the work loss of a higher stratum of diabetics, whose 
incentive to work is usually greater, is still less. 


We wish to thank the Halley Stewart Trust for grants to our 
department to provide funds for such social studies. 





ACUTE BULBAR PARALYSIS 
REPORT OF TWO CASES 


BY 
D. M. ANDERSON, M.B., Ch.B. 
AND 


J. H. DIXON, M.B., B.Chir. 


The cases described below present features of suffi- 
ciently unusual interest to justify their publication. First, 
the syndrome was identical in both instances, the bulbar 
condition being the only paralytic manifestation; and, 
secondly, both patients died twelve days atter tonsillectomy. 


Case I 


This patient was a female child, aged 6 years, of a small 
and somewhat frail physique. On July 25 she had her tonsils 
removed by guillotine. She was seen again on the 29th, when 
she complained of frontal headache, earache, and slight pyrexia. 
There was a history of a previously restless night with sudden 
starting up in fright. In view of the local prevalence of 
poliomyelitis a routine examination of the nervous system 
was made, but no evidence of any nervous lesion could be 
found. The tonsil beds were healthy and granulating. There 
was no sign of congestion of the drumheads, nor was there 
any tenderness over the mastoid cells. 


The following morning the temperature was normal and 
the headache was gone, but there were still shooting pains in 
the ears, with no deafness or signs of otitis. Two days later 
she was well and wanted to get up. She remained well until 
August 5, when there was a return of the headache with 
pyrexia of 99.5° F. The next morning the headache had 
gone, but the temperature had risen to 103° F. Thick mucus 
was present in the throat that was difficult to remove; she 
could not be persuaded to cough it up or to swallow it. She 
was able to swallow fluids in small quantities, but in a way 
that suggested the presence of some obstruction in the throat. 
On examination the throat appeared healthy, but the palate 
on the right side seemed to be lower. There was no sign of 
pharyngeal congestion, and the tonsil beds had quite healed. 
There was a copious amount of thick mucus which made 
examination difficult, but its removal by a swab was not 
unduiy resented. The child did not look ill, nor did she 
complain of any pain or discomfort. Constipation was 
Stubborn. During the course of the day the amount of 





secretion in the throat increased to a degree which became 
alarming, and it seemed to threaten to choke her. At this 
stage a very transient drooping of the right side of the face 
was noticed on momentary occasions. She developed a wild 
look, and tried to strike out at anyone who was beside her ; 
she was continually turning from one side to the other and 
occasionally leapt up in bed ; she gave the impression of being 
enraged at her inability to remove the mucus, for she was 
able to speak and was quite rational. At this stage the 
temperature was still 103° F., and the pulse was 110. The 
only signs in the lungs were a few moist sounds at the bases. 
The respiratory rate was 22. She was given 1/100 grain of 
atropine to diminish the secretion, after which she appeared to 
quiet down and was able to snatch sleep at ten-minute 
intervals, when the mucus woke her again. The pulse rate 
did not rise in spite of the atropine 


During the early hours of the morning her condition became 
worse ; the lungs became congested, the pulse rate rose to be 
uncountable, and the temperature began to fall. There was 
no attempt at coughing, and the secretion in the throat dis- 
appeared while the oedema of the lungs progressed with 
increasing cyanosis. The soft palate of the right side was 
much lower than that of the other side. The pupils were small 
and did not react to light. Towards the end there was a 
persistent pouting appearance of the lips which was quite 
symmetrical ; she was able to speak, but in a muffled manner. 
Towards the end she repeatedly asked for drinks, which were 
mostly regurgitated through the nose. 


The congestion and the cyanosis increased and some head 
retraction was evident. She died about fifteen hours after 
the first appearance of the acute dysphagia. At no time during 
the course of the disease was there any disturbance of the 
nervous reflexes or the muscle tone, with the exception of the 
terminal head retraction. She was conscious until she died, 
and was able to understand questions and to reply, although 
indistinctly. 

Post-mortem Findings.—The lungs were oedematous, with 
several small haemorrhagic infarctions present, probably 
terminal. The heart muscle appeared healthy, but there was 
some dilatation of the right side. An excess of free fluid was 
present in the pericardium. Examination of the brain showed 
that the pia mater was markedly hyperaemic without any 
exudate. On section through the medulla the grey matter 
appeared hyperaemic and bulged. The spinal cord showed 
no macroscopic change. 


Case Il 


A robust female child, aged 14 years, had her tonsils 
removed on July 25 on account of a tuberculous adenitis. 
She made an uneventful recovery from the operation, and 
was out in the fields a week later. The patient was seen again 
on the evening of August 6: she gave a history of having been 
out of sorts for the past two days, which was attributed to the 
strong sunshine. On examination she was found to have a tem- 
perature of 101° F., and, when asked, admitted that she had a 
slight headache. There was no neck rigidity, and Kernig’s 


sign was negative; abdominal reflexes were active. The 
bowels had not acted for three days. On the following 


morning the temperature had risen to 103° F., and the head- 
ache was still present though not severe. The pulse rate had 
dropped to 80 and the respiratory rate was 20. There was a 
complaint of a thickness in the throat and a difficulty in 
raising the phlegm. The throat appeared perfectly healthy 
and symmetrical, and the tonsil beds had healed up. A throat 
swab was taken, and the report later stated that no strepto- 
cocci, haemolytic or non-haemolytic, were present. Examina- 
tion of the chest failed to reveal any abnormal signs. Later 
in the day there did not appear to be much change except that 
the secretion was more copious. The pulse rate was still 
slow in proportion to the temperature. An hour and a half 
later the child was seen again. She was then leaping up in 
bed and flinging her arms about, with a wild look in her 
eyes. Her temperature was subnormal and the pulse was 
uncountable; the pupils were dilated. During examination 
she projected a copious quantity of stomach contents all 
over the bed. Following this a transient drooping of the 
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right side of the mouth was noticed, which disappeared as she 
moved. Shortly after a large quantity of strawberry-coloured 
froth welled up from the mouth; the child was still fully 
conscious, but, although making attempts, she was unable to 
speak. The restlessness was severe, but she settled slightly 
after morphine and atropine, but died half an hour later, 
It appeared that half an hour before she was last seen she had 
asked for something to eat and was given some milk mixture ; 
she had taken this quite well and asked for the back rest to 
be lowered so that she could go to sleep. Apparently this was 
done, and was followed a few minutes later by the alarming 
symptoms described above. In short, she had appeared 
reasonably comfortable at 9 p.m. and was dead at 11 p.m. 

Post-mortem Findings.—The lungs were markedly oedema- 
tous ; the heart was somewhat dilated, with no free fluid in 
the pericardium, while the musculature appeared healthy. 
The brain and spinal cord gave no macroscopic evidence of 
congestion. Apart from slight enlargement and softening of 
the spleen there were no visible changes suggestive of any 
toxic process. 

Both cases were given prontosil from the onset. 


Discussion 


There is a remarkable similarity in the course of the 
above two cases, and a discussion of their features appears 
to resolve itself into three definite stages: (1) the stage of 
invasion ; (2) a stage of irritation; and (3) a stage of 
rapidly progressive paralysis. 

1. The Stage of Invasion.—In the first case the symp- 
toms were headache and possibly earache, accompanied 
by slight pyrexia that settled down in twenty-four hours 
and was followed by a period of comparative well-being. 
In the second case there was no headache, but the patient 
complained of feeling out of sorts. 

2. The Stage of Irritation—This stage is censidered to 
begin with the return of the pyrexia and the headache. 
The first unusual symptom was the appearance of sticky 
mucus in the throat that was difficult to swallow. This 
mucus probably originated from the submaxillary and 
sublingual glands, and might be considered to be due 
to increased activity of the secretomotor fibres of the 
vagus which arise in one of the dorsal nuclei and are 
referred to by Samson Wright as the superior salivary 
nucleus. A pulse rate slow in proportion to the tempera- 
ture was also found in both cases at this stage, due in all 
probability to stimulation of the depressor fibres of the 
vagus. A further common feature was obstinate con- 
stipation. It is apparent that all the symptoms of this 
stage can be attributed to vagal stimulation, which is con- 
sidered to have been produced by toxic irritation of the 
dorsal nuclei in the medulla before the actual changes 
that later produced paralysis. No actual paralysis was 
demonstrable, and the difficulty in swallowing was attri- 
butable to the presence of the thick mucus, which could 
be swallowed only with an effort; fluids could be taken 
without much difficulty, and there was no regurgitation 
until later. 

3. The Stage of Progressive Medullary Involvement.— 
The onset of this stage was fairly sudden in both instances. 
It was ushered in by episodes of explosive muscular 
activity in association with a wild appearance of the eyes. 
The temperature dropped and the pulse rate rose rapidly. 
Signs of pulmonary congestion became increasingly 
prominent, although there was no evidence of respiratory 
failure at any time. The mucus disappeared from the 
throat, and a right-sided paralysis of the soft palate was 
seen in one case. Transient right-sided facial paralysis 
was present in both instances. Ability to swallow was 
also impaired ; later it was complete, with regurgitation 
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of food through the nose. Speaking was muffled, yet 
consciousness remained. The terminal event was pul- 
monary oedema, more acute in the second case. At this 
stage the prominent symptoms were associated with pro- 
gressive impairment and ultimate destruction of vagal 
control, both motor and sensory. Here a short descrip- 
tion of the relations in the medulla seems pertinent. The 
ascending fibres of the seventh, ninth, and tenth cranial 
nerves end in a column of dorsal nuclei from which the 
involuntary fibres arise. Descending fibres end in the 
grey matter just lateral to that column in the fasciculus 
solitarius. The voluntary fibres of the seventh, ninth, 
tenth, and eleventh cranial nerves arise in one column 
just anterior and lateral to the dorsal column and extend 
from the lower border of the pons through the medulla 
to the spinal cord. The former column may be taken to 
correspond to the posterior horn cells and the latter to the 
anterior horn cells of the spinal cord. 

The rapid pulse, the disappearance of the mucus from 
the throat, the progressive paralysis of the soft palate and 
the muscles of swallowing, and the signs of cardiac failure 
are clinical evidence of damage in the region of the 
dorsal columns. The pulmonary oedema was _ probably 
secondary to ventricular failure from loss of vagal control. 
The presence of transient facial paralysis at the end 
suggests that the lesion was spreading upwards. Further- 
more, the terminal wild appearance and choreic move- 
ments might have been produced from irritation in the 
region of the red nucleus and thalamus. 

Only in the first case was there any sign of meningeal 
irritation as indicated by the terminal head retraction, and 
post-mortem evidence of meningeal congestion was found 
only in this case. 
pupils with loss of reaction to light, suggesting third 
nerve involvement. Extreme dilatation was apparent in 


the other case, possibly from sympathetic over-excitation ; 


by loss of vagal inhibition. Therefore, clinically, it 
appears that the seventh, ninth, and tenth cranial nerves 
were affected, while the close anatomical relationship of 
their nuclei in the medulla can leave little room for doubt 
as to the site of the major lesion. First the dorsal column 
corresponding to the posterior horn cells was affected and 
later the motor column, corresponding to the anterior 
horn cells. This is the usual sequence of events when the 
spinal cord is affected by the virus of acute anterior polio- 
myelitis. 

The most striking feature of the above two cases is 
the fact that both patients died twelve days after tonsil- 
lectomy. It is perhaps permissible to suggest that they 
died from the virus which causes acute anterior polio- 
myelitis, especially since the disease occurs in the district 
in epidemic form. At present the disease is supposed 
to be due to a filterable virus which gains entry via the 
nasal mucous membrane. The path of invasion is appar- 
ently through the peripheral nerve terminals in that mucous 
membrane. It is highly probable that the virus entered 
through the raw tonsil bed to produce a specialized form 
of the disease. The tonsil area of the throat is innervated 
by the glosso-pharyngeal, and the infection travelled up 
the peripheral nerve to produce the damage in the region 
of the dorsal nuclei from which the glosso-pharyngeal 
arises. These children made contact with one another 
only for a short time after the operation; they lived a 
considerable distance apart, and had not been in contact 
with known cases of the disease. Two other children 
who were operated on at the same time are at present well. 


Portions of the brain and spinal cord are being cultured, 
and diagnosis has yet to be confirmed by injection of brain 


Here also there was constriction of the. 
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substance into monkeys. Since this will take some time 
it was considered advisable to report these cases while the 
disease was still prevalent. 


Summary and Conclusions 


1. That these are cases of polio-encephalitis. 

2. That there is a definite association between the course 
of the disease and the presence of a raw tonsil bed, even 
although it was completely healed up when the symptoms 
of the disease arrived. 

3. That the incubation period in these cases was about 
four days, presuming that the infection took place at the 
time of tonsillectomy. 

4. That the route of the infection was from the raw tonsil 
bed to the dorsal nuclei via the peripheral fibres of the 
glosso-pharyngeal nerve. 





HAEMORRHAGE FOLLOWING 
TONSILLECTOMY 


BY 


D. W. ASHCROFT, D.L.O., F.R.C.S. 


Otological Registrar, Middlesex Hospital 


The purpose of this paper is to discuss a subject which is 
of the utmost importance not only to all oto-rhino- 
laryngologists but to all surgeons, house-surgeons, and 
general practitioners who may be faced with the problem 
of haemorrhage following tonsillectomy. It is a very real 
problem and one, moreover, to which only scanty refer- 
ence is made in even the largest and most authoritative 
of textbooks. Such haemorrhage is terrifying enough for 
the patient, and may be even more alarming for the 
medical man unaccustomed to dealing with such cases. 


For the efficient treatment of haemorrhage following 
tonsillectomy a thorough knowledge of the factors con- 
cerned in its production is necessary, and careful considera- 
tion of these factors will do much to minimize the occur- 
rence of this distressing complication. I propose to discuss 
this subject under the following headings : 


l. Factors influencing the occurrence of haemorrhage 
following tonsillectomy: (a) pre-operative : (b) operative ; 
(c) post-operative. 

Il. Types of post-operative haemorrhage. 

Hl. The management of a case of haemorrhage follow- 
ing tonsillectomy. 


FACTORS INFLUENCING ITS OCCURRENCE 
Pre-operative 


Although tonsillectomy may be indicated in any par- 
ticular patient, certain precautions must be taken before 
Operation is decided upon, and many factors remain to 
be considered before the actual time of operation is 
arranged. In taking a history of the case and during 
eXamination of the patient particular attention should be 
paid to the following points. 

l. Severe Tonsillitis or Peritonsillar Abscess.—Recent acute 
local infections increase the risk of haemorrhage both during 
and after operation, and for this reason tonsillectomy should 
hot be performed within a period of a few weeks following 
tither of the above conditions. No hard-and-fast rule can be 
laid down as to the time which should be allowed to elapse 
before operation is undertaken, but | am of the opinion that, 
lollowing such acute local infections, tonsillectomy should be 


deferred for a period of not less than four weeks in the case 
of children and not less than six weeks in the case of adults. 

2. Infections of the Nose or Nasal Accessory Sinuses.— 
Acute sinusitis, whether associated with a sore throat or not, 
is a contraindication to the immediate performance of the 
operation. A common cold comes under the same category. 
The presence of chronic sinusitis should not be overlooked. 
Adequate measures for its efficient treatment should be 
instituted before tonsillectomy is considered. 

3. Bleeding.—Inquiry should be made as to whether there 
is any susceptibility to bleeding on the part of either the 
patient or any member of his family. The occurrence of 
prolonged haemorrhage following cuts or abrasions, or after 
dental extraction, demands the investigation of the patient's 
coagulation time and bleeding time. Normal limits for these 
are: coagulation time (Lee and White), 4 to 7 minutes; 
bleeding time (Ivy), 1 to 4 minutes. If these times are found 
to be prolonged it is possible that they may be brought within 
normal limits by the administration of calcium and alkalis or 
by blood transfusion. If these limits cannot be attained, then 
the question of operation, the risks of which should be 
explained to the patient, must be reconsidered. Unless it is 
absolutely necessary tonsillectomy should be deferred. 

4. Menstruation—On account of the psychological upset 
and the delayed coagulation time of the blood, operation 
should be avoided just before or during the first few days of 
a menstrual period. 

5. Jaundice—Tonsillectomy is contraindicated in the 
presence of jaundice due to any cause. 

6. Anaemia.—In any severe anaemia operation should not 
be undertaken without preliminary treatment or even a blood 
transfusion. 

7. The Type of Patient.—It is interesting to note the physical 
characteristics of any patient, for it is in those of the plethoric 
type, with short thick necks, that haemorrhage is most prone 
to occur. Heavy smokers, chronic alcoholics, and patients 
with highly excitable and emotionally unstable temperaments 
also suffer in this same respect. (All sandy-haired children are 
suspect.) Again, red-haired females and the subjects of 
thyrotoxicosis show a tendency to bleed excessively following 
operation. 


As a routine, adult patients should be given 10 grains 
of calcium lactate thrice daily for three days before ton- 
sillectomy, and be asked to abstain from alcohol and 
tobacco for a similar period. 


Operative 


Consideration of the various methods of tonsillectomy 
does not come within the scope of this paper, but the 
type of operation performed, however, does influence the 
incidence of severe post-operative haemorrhage. In a 
large series severe bleeding occurred in 2.6 per cent. of 
cases after guillotine enucleation, as compared with 0.7 
per cent. of cases following removal by dissection 
(McNally, 1927). The figures will depend to some extent, 
of course, on the care and discrimination exercised by the 
individual surgeon in his selection of cases for operation. 

It is a significant fact that patients who have been sub- 
jected to guillotine enucleation of tonsils nearly always 
vomit after operation, and the vomitus always contains 
blood. Douching the face and neck with ice-cold water 
at the end of the operation induces considerable reflex 
vasoconstriction and is usually sufficient to cause cessation 
of the haemorrhage, but it must be remembered that 
although bleeding may apparently have ceased, in that 
blood is not trickling from the mouth, a lightly anaes- 
thetized patient may be swallowing the blood. = It is 
important, therefore, that the actual tonsillar fossae should 
be inspected at the end of the operation and that the 
patient should not be sent back to bed until all bleeding 
has been controlled. In cases in which the adenoids have 
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been removed at the same time care should be taken to 
ascertain that no tags are left behind, for such tags are a 
potent source of post-operative haemorrhage. 

Removal of tonsils by dissection has for most surgeons 
now become the operation of choice. Whatever meihod 
of dissection is employed the important point is that the 
tonsillar fossae must be dry before the patient leaves the 
operating theatre. The subsequent maintenance of haemo- 
Stasis is influenced by the following factors. 


1. Anacsthesia.—Chloroform anaesthesia, or very deep 
anaesthesia produced by any agent, results in a fall of blood 
pressure. Later, when this pressure regains its normal level, 
haemorrhage may recommence owing to separation of a clot 
in the mouth of a blood vessel divided, but overlooked, at 
the time of operation. 

2. Imperfect Clot Formation.—This is most likely to occur 
in the larger veins in the bed of the tonsillar fossa. If a vein 
has been “ button-holed,” but not completely divided, any 
obstruction to respiration may cause dilatation of the vein 
and consequent instability of the clot. Complete division of 
a large longitudinal vein results in continuous bleeding from 
its upper end at the time of operation, and for this reason the 
upper end is usually ligatured. The lower end, however. is 
collapsed and its contained clot is small. Subsequent dilata- 
tion of this lower end renders the clot unstable, and haemor- 
rhage is likely to recur. It is important, therefore, to search 
for, and tie, the lower end of a completely severed longitudinal 
vein. 

3. Obstruction to Respiration——The maintenance of a clear 
airway is of the utmost importance following tonsillectomy. 
Before the patient leaves the operating theatre an artificial 
airway should be very gently inserted in the mouth after all 
the blood clot has been removed from the nose and naso- 
pharynx. 

4. Ligatures.—The slipping of insecurely tied ligatures may 
be responsible for the occurrence of post-operative haemor- 
rhage. 

5. Artificial Means employed to Control Bleeding at Opera- 
tion.—The use of vasoconstricting agents—for example, 
adrenaline hydrechloride solution—is not to be recommended 
at the time of operation because subsequent reactionary vaso- 
dilatation occurs and may result in capillary oozing. The same 
objection, however, does not apply to the use of haemostatic 
sera and snake venom, for these are purely coagulating agents. 


Post-operative 


Any conditions which tend to cause congestion after 
operation should be rigorously avoided. The following 
measures are calculated to minimize the risk of post- 
operative haemorrhage. 


1. On return from the theatre the patient is placed in bed in 
the “lateral” position. This position allows of free respira- 
tion and consequently minimizes congestion. It also permits 
any blood which may collect to run out of the nose and mouth 
and so be seen rather than remain concealed. Further, the 
risk of inhalation of blood or blood clot is considerably 
reduced. 

2. The artificial airway should be removed when the cough 
reflex has returned. 

3. If the patient is becoming restless soon after operation, 
and provided there is no bleeding, a sedative should be given. 
For adults, 1/6 grain of omnopon is recommended, and for 
children an enema containing bromides (up to 120 grains) 
and aspirin (up to 30 grains), combined with a little citric acid, 
will be found most useful. 

4. No hot fluids or food should be allowed during the first 
twenty-four hours. The diet should be restricted to cold 
fluids or semi-solid food for the first day, and then gradually 
increased. Hard or irritating articles of food should be 
avoided until the tonsillar fossae have healed completely. 

5. The patient is allowed out of bed for the first time on 
the evening of the third day following operation. 
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6. Hot baths 
tonsillectomy. 

7. For a week after leaving hospital the patient should 
avoid any strenuous exercise and should go for short walks 
only towards the end of the week. During this week he 
should also refrain from taking any stimulants and should 
be careful to avoid infection. It is unwise to go to cinemas or 
theatres during this period. 


are inadvisable for the first ten days after 


8. A mixture containing potassium chlorate, sodium 
salicylate, and sodium bicarbonate is given thrice daily 
throughout the period of convalescence. The potassium 


is secreted in the saliva. and, as is 
properties are due to the fact that 
it is a powerful oxidizing agent. It also increases the alkali 
content of the plasma and is credited with haematinic 
properties. The sodium salicylate, in addition to its usual 
antipyretic properties, possesses an almost specific action in 
cases of infection of a rheumatic nature. Further, it increases 
the number of leucocytes in the circulating blood. 


chlorate, after absorption, 
well known, its antiseptic 


TYPES OF HAEMORRHAGE 


Haemorrhage following tonsillectomy may be divided 
into three types. 

(a) Reactionary haemorrhage, or haemorrhage occurring 
within the first twenty-four hours after operation. 

(b) Haemorrhage during Convalescence—This com- 
monly occurs on the fifth night after operation, and is 
associated with the aseptic separation of the primary 
slough from the bed of the tonsillar fossa. It is not the 
result of infection, for it usually occurs in the absence of 
signs of local inflammatory reaction and in patients whose 
post-operative temperature is normal. The fact that cat- 
gut ligatures also tend to come away at this time again 
favours the occurrence of haemorrhage on or about the 
fifth day. 

(c) True Secondary Haemorrhage.—This differs essen- 
tially from the type just described, in that it is associated 
with damage to the muscular tissue in the bed of the 
tonsillar fossa and is due to consequent sepsis, which 
results in sloughing of part of the wall of an artery. 
Examination of the throat in these cases usually reveals 
considerable redness and oedema of the faucial pillars 
and uvula, and sometimes an offensive slough in_ the 
tonsillar fossa. The local inflammatory reaction is 
reflected in the patient's temperature chart. True secondary 
haemorrhage may occur at any time from the third to 
the twelfth day after operation. 





MANAGEMENT OF A CASE OF 
HAEMORRHAGE 


Reactionary Haemorrhage 


Slight oozing, which should be of insignificant amount, 
usually takes place during the first hour after operation 
but ceases at the end of this time in the vast majority 
of cases. If free oozing occurs after the first hour, or 
if there is vomiting of freshly swallowed blood, the 
patient must be considered to be suffering from reactionary 
haemorrhage. This is treated according to the following 
routine procedure: 


If a sedative has not been needed, or has not been given 
already, one should be given now. For this purpose there 
is no more efficient drug than morphine hydrochloride, which 
not only lowers the blood pressure but also diminishes the 
tendency to post-operative vomiting. lam of the opinion that, 
in the case of adults, an initial dose of one-quarter of a grain 
administered by hypodermic injection is far more effective than 
a dose of one-sixth of a grain repeated at the end of half an 
hour. One-eighth of a grain may be given to a child aged 





bee 
ing 
to. 
imt 


mo 
inf 
late 
vor 


exa 
hea 
tho 
is § 
out 
Voi 
SWé 
blo 
If 

unt 
gen 


eth 
Ten 
of 

ma 
It | 


ins 
is | 
mo 
pre 
IS 1 
san 
ple 


occ 


per 
cor 
poi 
adr 
Th 


of 


Suc! 
of 7 


> BRITISH 
AL JOURNAL 


—— 


days after 


ent should 
hort) walks 
s week he 
and should 
cinemas or 


e, sodium 
irice daily 
potassium 
and, as is 
e fact that 
the alkali 
haematinic 
» its usual 
> action in 
it increases 


ye divided 


occurring 
.. 

‘his com- 
in, and is 
> primary 
is not the 
bsence of 
nts whose 
- that cat 
ime again 
about the 


ers essen- 
associated 
od of the 
sis, which 
in artery, 
ly reveals 
ial pillars 
th in the 
action is 
secondary 
third to 


t amount, 
operation 
majority 
hour, of 
lood, the 
ractionary 
following 


een given 
sose_ there 
ide, which 
nishes_ the 
inion that, 
of a grain 
‘clive than 
of half an 
‘hild aged 





Nov. 26, 1938 


10 years, but in younger patients morphine or any of its 
derivatives should be avoided. A mixture containing potassium 
bromide and chloral hydrate.is a safe and efficient sedative 
for these children under the age of 10. 


Unless the haemorrhage is so free as to necessitate 
urgent attention it is now wise to wait for twenty or 
thirty minutes before examining the throat. At the end 
of this time the examination is usually accomplished 
without difficulty, for the morphine has minimized pain, 
diminished the throat reflexes, and allayed to some extent 
the nervous anxiety of the patient. 

Whenever morphine or one of its derivatives has been 
given, the tonsillar fossae must be inspected half an hour 
after the administration of the drug. The surgeon should 
make this examination himself and not merely rely on 
the report of possibly indifferent observers. Careful search 
should be made to detect any oozing or trickling from the 
fossae, for, although a nurse may say that there has 
been no further bleeding, the patient may still be swallow- 
ing blood. This may accumulate slowly in the stomach 
to such an extent that the pulse rate may rise alarmingly 
immediately after a pint of blood has been vomited. It 
is not uncommon for a patient to go to sleep after 
morphine has been given and for the doctor to be 
informed that there is no further bleeding. Two hours 
later, however, the patient may suddenly waken and 
yomit a large quantity of blood. 


DETAILS OF EXAMINATION AND TREATMENT 


A good source of illumination is essential for this 
examination, and in order to leave both hands free a 
head-lamp or head-mirror should be employed. If it is 
thought that haemorrhage is still continuing, the patient 
is given a tumblerful of cold water and is asked to rinse 
out the mouth three or four times. The rinsings are 
voided into a basin. A final mouthful is then taken and 
swallowed. This renders the mouth fairly free from 
blood and facilitates inspection of the tonsillar fossae. 
If on inspection there is no bleeding, further action is 
unnecessary. If there is bleeding the tongue is depressed 
gently but firmly by means of a tongue depressor held 
in one hand and, with an instrument such as Luc’s 
ethmoidal forceps held in the other, al/ blood clot is 
removed from the offending fossa. Another mouth-wash 
of cold water is then given. Total removal of the clot 
may be all that is necessary to terminate the bleeding. 
If haemorrhage continues a pledget of cotton-wool, soaked 
in peroxide of hydrogen and then wrung nearly dry, is 
inserted into the tonsillar fossa. The tongue depressor 
is then removed and the patient is allowed to close the 
mouth on the forceps, the pledget of wool still being 
pressed into the fossa. At the end of a minute the wool 
is removed and a fresh but similar pledget applied in the 
same manner as the first. If necessary, yet a_ third 
Pledget is applied. 

If at the end of three minutes haemorrhage is still 
occurring, this whole procedure is repeated, substituting 
a1 in 1,000 solution of adrenaline hydrochloride for the 
peroxide of hydrogen. These measures usually suffice to 
control the bleeding. A warning may be issued at this 
point. On no account must a solution of cocaine and 
adrenaline be applied to the raw bed of the tonsillar fossa. 
The use of such a solution may rapidly prove fatal. 

Other agents which may be employed in the treatment 
of reactionary haemorrhage are: 

1. Jce-—The patient may be given small pieces of ice to 
suck. This is of questionable value from the haemostatic point 
of view, but it does allay thirst and also lessens the tendency to 


HAEMORRHAGE FOLLOWING TONSILLECTOMY 


THE BritTIsH 
MEDICAL JOURNAL 


1081 


vomit. An ice-pack (or cold-water pack) applied round the 
neck is sometimes of value in doubtful cases. 

2. Coagulating Serum.—lf available this may be applied 
locally or administered by injection. In the latter case the 
danger of anaphylaxis must not be overlooked, and the 
surgeon must not allow himself to be lulled into a false sense 
of security merely because haemostatic serum has been given. 

3. Clamps.—lt bleeding is brisk it may be controlled tem- 
porarily by the application of a suitably padded clamp of the 
Courtenay Yorke or Watson-Williams design. Clamps should 
be applied firmly, but not so tightly as to traumatize the tissue 
between the blades. If possible their use should be avoided 
altogether, as they are responsible for much discomfort to the 
patient. 


If the measures taken appear to have stopped the bleed- 
ing, the patient is allowed to rest for a while in order that 
the morphine may be given a chance to complete its work. 
The pulse rate is recorded at fifteen-minute intervals and 
a careful watch maintained for further signs of haemor- 
rhage. If haemorrhage does appear to continue, or if in 
spite of no apparent bleeding the pulse rate is rising, the 
tonsillar fossae should be inspected again. If the measures 
enumerated above have not been successful in controlling 
the bleeding, arrangements should be made for the return 
of the patient to the operating theatre without delay. I 
make this statement because I am convinced that it is 
better to give a second anaesthetic while the patient's 
general condition is still relatively good than to wait 
until his state is so precarious that the operative campaign 
must necessarily be hazardous to a degree. These remarks 
apply even more forcibly in the case of children and 
elderly people, who are particularly intolerant of con- 
tinued haemorrhage and in whom any unnecessary delay 
in securing haemostasis may prove fatal. A steadily rising 
pulse rate, a pulse that is irregular or easily compressible, 
increasing pallor, a cold and clammy skin, shallow and 
rapid respiration, great restlessness, and the continued 
vomiting of blood are all danger signs to be avoided 
rather than treated when they occur. 

As soon as the decision to take the patient back to the 
theatre has been made a hypodermic injection of 1/100 
grain of atropine sulphate is given. The anaesthetic of 
choice on this second occasion is “open” ether, which 
is well tolerated by these morphinized and exsanguinated 
patients. On no account should chloroform be adminis- 
tered, for it not only exerts a toxic influence on the 
myocardium but lowers the blood pressure and con- 
sequently conceals haemorrhage. If an_ injection of 
coagulating serum has not been given already, it may be 
administered with advantage while the patient is under 
the anaesthetic. 

A gag is inserted in the mouth and once more all clot 
is removed from the offending fossa in order to expose 
the source of the haemorrhage. Single bleeding points are 
clamped and ligatured. It may be necessary to underrun 
a bleeding vessel with a catgut stitch threaded on a small 
curved needle. If there is a general ooze a swab soaked 
in iced acriflavine (1 in 1,000) solution is inserted into the 
fossa and held there for three minutes. If this fails to 
control the bleeding a swab soaked in pure turpentine 
may be tried. The local application of haemostatic serum, 
or snake venom if available, may also prove effective in 
controlling a general ooze. 

If all the above measures fail, the faucial pillars should 
be sutured together over a gauze plug or a gauze-covered 
pledget of wool soaked in the acriflavine solution. Two 
sutures suffice; they, and the wool, are removed after 
twenty-four hours. Recourse to suturing the faucial 
pillars is, however, rarely necessary. 
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Haemorrhage during Convalescence 


In the vast majority of cases haemorrhage of this 
Ccelayed type occurs on the fifth night following operation 
and ts due to factors already enumerated. ‘As a rule it is 
not severe, and may consist only in the patient coughing 
up a small bright red clot. It usually ceases after a gargle 
of weak hydrogen peroxide. Sometimes the haemorrhage, 
although not severe, continues during the course of an 
hour or more, and is associated with discomfort in the 
throat due to the presence of clot. The patient's efforts 
to dislodge the clot may then prolong the bleeding, in 
which case the treatment becomes exactly the same as 
that already described for reactionary haemorrhage. It 
will be found, however, that it is rarely necessary to give 
morphine, still more rare to have to remove the clot, 
and extremely rare to have to take the patient back to the 
theatre. 


True Secondary Haemorrhage 


Haemorrhage of this type is much more serious than 
that described under the heading of haemorrhage during 
convalescence. Fortunately, however, it is also more un- 
common. When it does occur there is frequently a small 
“ warning ” haemorrhage on cone day, followed by a larger 
one within the next twenty-four hours. In such a case 
it is likely that the patient will have to be taken back 
to the operating theatre. The control of this type of 
bleeding is often difficult, for it is seldom possible to clamp 
and ligate a single bleeding point on account of the 
friability of the sloughing and oedematous tissues of the 
bed of the tonsillar fossa. If the more simple measures 
already advocated for the control of bleeding are in- 
effective, recourse to suturing the faucial pillars will be 
necessary. 

Ligation of the external carotid artery and the use 
of snake venom are measures of questionable value in the 
control of post-operative haemorrhage of this type. 
According to the literature ligation of the external carotid 
artery is of doubtful efficacy in any type of tonsillar 
haemorrhage on account of the extensive anastomosis of 
this vessel through the circle of Willis. Blood transfusion 
may be helpful—even life-saving—in cases of severe 
haemorrhage, but it is desirable that effective measures for 
the control of any bleeding should be instituted before 
transfusion becomes necessary. 


I wish to express my gratitude to Mr. C. P. Wilson for his 
helpful advice and criticism during the preparation of this 
paper. 
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The Fifth Biennial Conference on Mental Health will be 
held at the Central Hall, Westminster, London, S.W.1, from 
January 12 to 14, 1939. The conference luncheon will 
take place at the Hotel Victoria, W.C.2, on January 13. 
The subjects for discussion at the sessions of the conference 
are as follows: January 12, Is our national intelligence 
declining? Should mental treatment be practised solely by 
doctors? January 13: The psychological factor in sexual 
delinguency ; The organization and staffing of out-patient 
mental treatment clinics; Mental hygiene and the Press. 
January 14: Education and emotional needs of the child: 
Problems of adolescent instability and of juvenile delin- 
quency ; The place of the social worker in mental health. 
Tickets and information can be obtained from the Secretary, 
The National Council for Mental Hygiene, 76/77, Chandos 
House, Palmer Street, London, S.W.1. 








HAEMORRHAGE FOLLOWING TONSILLECTOMY 


Tre Br:tIsH 
MEDICAL JOURNAL 


PERFORATED PEPTIC ULCER IN 
ORGANIC NERVOUS _ DISEASE 


BY 


ALAN H. HUNT, B.M., F.R.C.S. 
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ERIC C. O. JEWESBURY, B.M., M.R.C.P. 


Chief Assistant to a Medical Unit and to the Neurological 
Clinic, St. Bartholomew's Hospital 


The following two cases, in which death resulted from 
diffuse peritonitis due to perforation of a peptic ulcer, 
occurred within a little while of each other at St. Bar- 
tholomew’s Hospital. Both patients were suffering from 
an organic disease of the nervous system, which masked 
the symptoms and signs of perforation, so that the com. 
plete condition was recognized only at necropsy. 


Case I 


A woman aged 41 was admitted to a medical unit on 
February 21, 1938, complaining of a pain in the shoulders, 
Ten years previously a diagnosis of disseminated sclerosis had 
been made, following some loss of the use of her legs, 
Similar attacks and remissions had occurred since. Two 
months previously she again lost the use of her legs, felt 
unwell, and vomited for a few days. She had experienced 
vague abdominal discomfort since. Three days before admis 
sion she developed sudden severe pain in both shoulders. Her 
bowels had not been opened subsequently. 

On admission she was collapsed, clammy, cyanosed, and 
dyspnoeic. She complained of pain and tenderness of the 
shoulders, and she looked moribund. Her temperature was 
98° F., pulse 160, and respirations 36. She showed no 
nystagmus. Her tongue was furred. There were no abnormal 
physical findings in her chest beyond the tachycardia and the 
tachypnoea. Her abdomen was distended and tense, but not 
rigid, and there was slight tenderness on deep palpation. The 
percussion note was resonant all over, and the area of liver 
dullness was reduced. There was spasticity of the left lower 
limb with increased knee-jerk and extensor plantar response. 
The temperature and pulse showed no marked variation, and 
she died the following day. 


Post-mortem Examination.—The typical grey translucent 
scars of disseminated sclerosis were found throughout the 
cerebral hemispheres and, to a lesser extent, the cerebellum 
and spinal cord. The largest was 1 cm. in diameter and 
occupied the greater part of the right side of the pons. The 
heart was moderately dilated. Both pleural cavities contained 
small serous effusions, and the lungs showed emphysema and 
terminal congestion. The greater sac of the peritoneal cavity 
was distended with much gas and two pints of foul turbid 
fluid. The lesser sac contained an abscess cavity surrounded 
by dense fibrous tissue, but anteriorly the abscess had per 
forated through the gastro-hepatic omentum into*the greater 
sac. This perforation was 1 cm. in diameter, and was situated 
midway between the cardia and pylorus. In the stomach 4 
chronic peptic ulcer was discovered on the posterior wall 
immediately proximal to the pylorus. Its floor was com- 
pletely deficient, and this hole communicated directly with the 
abscess cavity in the lesser sac. Just proximal to this perfora 
tion there was also a subacute ulcer 2 cm. in diameter. 


Case II 


A man aged 55 was admitted to a medical unit on March 
18, 1938, complaining of feeling weak. One hour previously, 
while walking in the street, he had suddenly “come ovef 
queer” and felt some pain in the back of the shoulders. He 
passed a loose motion, his vision became dim, and _ he 
collapsed, though he was never unconscious. 
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On admission he was cyanosed and sweating, but not in 
pain. He appeared very shocked, but answered questions 
normally. His temperature was 95° F., pulse 88, and respira- 
tions 22. His pupils reacted to accommodation but not to 
light. His tongue was furred. The cardiac impulse was feeble 
and the heart sounds were faint but regular. The blood 
pressure was 58/30 mm. Hg. Some rhonchi and medium rales 
were heard at the lung bases, but his chest appeared otherwise 
normal except for a band of anaesthesia over the upper part. 
His abdomen was soft and not distended, with some tenderness 
in the right hypochondrium. The right flank was dull on 


.} percussion and the area of liver dullness was diminished. The 


knee-jerks were absent and the plantar responses were flexor. 
There was a patchy anaesthesia on the outer sides of the legs. 
The following day he was still cyanosed and weak, but free 
from pain. The most striking change was the increasing 
distension of his abdomen. The _ percussion note had 
become drum-like, and the liver dullness was now obliterated. 
No flatus was passed on the insertion of a rectal tube. His 
temperature in the morning was 98.4° F., the pulse 80, and the 
respirations 17. The absence of pain or much tenderness, and 
the steadiness of the temperature and pulse rate, were out- 
standing features. He became progressively weaker, and died 
the same day. 

Post-mortem Examination—The air passages contained 
regurgitated stomach contents. There was a small serous 
effusion in each pleural cavity and the lungs showed terminal 
congestion and oedema. Ail chambers of the heart were 
dilated and the muscle was soft and friable; the valves were 
normal. There was atheroma but no other abnormality of the 
aorta and coronary arteries. The peritoneal cavity was greatly 
distended with gas and foul turbid fluid. In the stomach, 
just’ proximal to but also involving the pylorus, was a 
perforated chronic peptic ulcer with a crater measuring 2 cm. 
indiameter. The whole of the floor of the ulcer was deficient. 


Discussion 


In neither of these cases is the history or physical 
examination at first suggestive of perforated peptic ulcer. 
The existence of a disease of the nervous system was 
known (disseminated sclerosis and tabes dorsalis respec- 
tively), but the reason for the collapse was discovered 
only at necropsy. In the first case medullary failure from 
a plaque of sclerosis was considered a possible cause ; 
in the second, tabetic crisis, coronary thrombosis, and 
perforated peptic ulcer were suggested, but no conclusion 
was arrived at. Both patients were collapsed, but neither 
of them gave a history of severe abdominal pain. The 
only pain of any consequence that they had experienced 
had been in the shoulders. The temperature and pulse 
rates showed no variation, and, although in the first case 
the pulse was 160, in the second it was only 88 on 
admission and fell to 80 subsequently. In neither instance 
was there any abdominal rigidity, nor was there any 
tenderness except on deep palpation. The most impor- 
tant positive finding, which was common to both cases, 
was the development of abdominal distension with a very 
resonant note on percussion and diminution of the area 
of liver dullness. This became particularly noticeable 
in Case HL. 

A review of all the cases of perforated peptic ulcer that 
have come to necropsy at St. Bartholomew's Hospital 
during the past decade revealed that during this period 
there have been two others with organic disease of the 
nervous system comparable to the two cases here described. 
The one, a diabetic woman of 62, was suffering from 
severe peripheral neuritis. She suddenly developed pain 
in the left side of the abdomen, with rigidity and tender- 
hess only on the right side. She passed no urine, became 
incontinent of faeces, and died the next morning. At 
Necropsy a large chronic gastric ulcer was found to have 
Perforated, resulting in diffuse peritonitis. Degeneration 
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of the posterior root ganglia and posterior columns of 
the spinal cord, more on the left side than on the right, 
was demonstrated. The other case was that of a tabetic 
woman aged 49 who had been admitted to hospital for 
investigation and treatment of intermittent headaches. 
One night her pulse suddenly became rapid and weak. 
Her abdomen was found to be tender and rigid and 
tympanitic on percussion, but she did not complain of 
anything. She died the next morning, and at necropsy 
peritonitis due to a perforated peptic ulcer was discovered. 


It is recognized that a peptic ulcer may rarely perforate 
in an otherwise normal patient without producing the 
typical syndrome, but it is difficult to assess the pro- 
portion in which this occurs. Most of the cases reviewed, 
in which a perforated peptic ulcer had been found only 
at necropsy, were admitted in a moribund condition and 
no clear history had been obtained. 


The four cases here described are the only instances 
during the past ten years in which perforation and organic 
nervous disease were both present, and in all four the 
history, symptoms, and signs were atypical. In certain 
organic diseases of the nervous system it is thus evident 
that a peptic ulcer may perforate without producing 
abdominal pain or rigidity and without causing an in- 
creasing pulse rate. Presumably this is the result of 
interference with the normal pathway of pain impulses. 
In such instances, however, progressive distension of the 
abdomen with a tympanitic percussion note and diminu- 
tion of the area of liver dullness are in themselves signs 
of the utmost significance in arriving at the diagnosis. 

We are indebted to Dr. Geoffrey Evans and Dr. James 
Maxwell for permission to report the cases under their care. 





ADMINISTRATION OF PITUITARY 
EXTRACT IN THE THIRD 
STAGE OF LABOUR 


BY 


GEORGE W. BLOMFIELD, M.B., Ch.B. 


Tutor in Obstetrics and Gynaecology, University of Leeds 


It is commonly taught that administration of any oxytocic 
drug during the third stage of labour is dangerous and in- 
advisable, in that hour-glass contraction with retention of 
the placenta and all its attendant risks is apt to result. 
Here are some conflicting views taken from standard text- 
books. 

Gibbon Fitzgibbon (1937) says: “ There is no place for 
the drug while the placenta is in the uterus. Its use 
always entails the risk of imprisoning the placenta by 
closure of the cervix.” Tweedy (1937) also advises against 
this treatment. Eden and Holland (1937) say that except 
for experts its use should be limited to the third stage 
of labour after the placenta has left the uterus. Gibberd 
(1938) points out the danger of giving any oxytocic drug 
before the placenta is delivered, on account of the risk of 
hour-glass contraction. Most American writers, how- 
ever, are in favour of giving pituitary extract during the 
third stage. E. A. Schumann (1937) takes the third stage 
of labour as an indication for administering pituitary 
extract. He says that 0.5 c.cm. may be given with safety, 
and adds, “ Incarceration of the placenta by a cervix con- 
tracted by pituitrin has been reported, but must be quite 
rare.’ DeLee (1933) holds that when pituitary extract is 
administered, which is very often done nowadays after the 
delivery of the child, the third stage is much altered, and 
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he goes on to say that the third stage is shortened to five 
or eight minutes. 

At Professor A. M. Claye’s suggestion it was decided to 
test a series of cases in which | c.cm. (that is, 10 units) 
of pituitary extract (or 1 c.cm. of pitocin in toxaemic cases) 
was to be administered intramuscularly early in the third 
stage of labour, and to compare them with a similar series 
of cases in which no oxytocic drug would be given during 
that stage. This has been carried out at the Leeds Mater- 
nity Hospital over the whole year 1937 and part of 1938, 
until more than 1.000 consecutive cases were obtained for 
each series. 

The experiment aimed at ascertaining: (1) the amount 
of blood loss post partum: (2) the length of time of the 
third stage: and (3) any untoward results or dangers 
which might result. The procedure in all cases was the 
same. To estimate the blood loss all the blood and clots 


expelled during or after the third stage were collected until- 


haemorrhage ceased, and the quantity was measured as 
accurately as possible. No attempt was made to express 
the placenta until twenty minutes after delivery. It was 
then expressed if lying in the vagina, but if still in the 
uterus the procedure was to control the fundus as neces- 
sary but not to attempt expression until the placenta had 
been expelled naturally from the uterus. The surgeon 
responsible was of course informed, and took the usual 
steps in cases of post-partum haemorrhage. 

Tables A and B give the proportion of cases which fall 
into different categories as regards quantity of blood loss 
—A in the control series and B in the pituitrin series. 
Table C gives the proportion of cases in which the placenta 
was retained more than one hour. For the purpose of 
correct comparison the natural deliveries (of which there 
are 1.368 in the control series and 1,056 in the pituitrin 
series) have been separated from the cases of forceps, 
breech, and twins. It is obvious that the same degree 
of accuracy could not be obtained in cases where operative 
obstetric intervention was employed, nor are the results 
likely to be comparable with cases having a_ natural 
delivery. The twins series is not claimed as sufficient in 
number to be of statistical significance, but of the normal 
deliveries there can be no doubt that over 1,000 cases in 
each series are enough to be of statistical value. 


TaBLE A.—Blood Loss (Post Partum) without Pituitrin 
during Third Stage 
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. : Ave. No. of 
Type of Total Hours 1 Per x aS 
Case Cases | Retained | N° | cent. a Posecaeore 8 
Without | { Natural : 1-2 | 17 | 1.25 | 825 2 
pituitrin delivery 1,368 2-24 3 0.22 a 1 
during Forceps, { 1-2 5 2.8 — 0 
third | breech, 178 
stage L wins. | \ 2-24 si a7 oiek 0 
With (Natural 1] jo56 | f1-2. | 10 | 095 | 753 0 
pituitrin || delivery §| 19° 224 | 3 | 026) — 1 
or pitocin 1 Forceps, | : { 1-2 9 6.9 — 0 
during breech, 131 
third stage} | twins | | \2-24 : 1-2 _ 1 





























Blood Loss in c.cm, 
Type of Case Total — );-———— 

Oto 100| 100to | $00 to | 750t0 | 1,000 

oe | $500 750 1,000 + 

Natural delivery 1,368 398 | 799 110 42 19 
(29.2%) | (58.3%) | (8.0%) | (3.1%) | (1.4%) 

Forceps or breech 156 54 86 9 2 5 
(34.6%) | (55.1%) | (5.8%) | (1.3%) | (3.2%) 

Twins 22 15 — _ 

(27%) | (68%) (5%) — _ 























TaBLE B.—Blood Loss (Post Partum) with Pituitrin er Pitocin 


I] c.cm. in Third Stage 





| Blood Loss in c.cm. 
Type of Case Total ~ —j —____—— 
100 to 500 to 750 to 1,000 
babedomd 750 | 1,000 1 
Natural delivers 1,056 | 364 | 601 “oi 2 12 
| (34.5%) ($6.9%) | (5.1%) | (2.4%) | (1.1%) 
Forceps or breech. . 118 | 74 4 2 — 
1 (32.2%) | (62.7%) | (3.4%) | (1.7%) — 
i 
Twins 13 3 8 1 1 — 
| (23%) (61%) (8%) (8%) -— 
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It will be seen from Tables A and B that whereas 12.5 
per cent. (8 + 3.1 + 1.4) of the natural deliveries in the 
control series are associated with a post-partum loss of 
more than 500 c.cm., only 8.6 per cent. (5.1 + 2.4 4+ 1.1) 
suffer this loss among the natural deliveries in the pituitrin 
series. In fact, it is noticeable that the general shift in 
the pituitrin series is towards the left—that is, towards 
a smaller haemorrhage. 

Table C shows that there are twenty-eight cases of 
retained placenta in the 1,546 patients of the control 
Series, as compared with twenty-five cases of retained 
placenta in the 1,187 patients of the pituitrin series. Out 
of these there were three cases of manual removal with 
one death in the control series and two cases of manual 
removal with no death among the pituitrin series. The 
haemorrhage was slightly less in the pituitrin series, the 
average loss being 753 c.cm., compared with 825 c.cm. 
in the control series, in cases of natural delivery where 
the placenta was retained from 60 to 120 minutes. The 
biggest recorded haemorrhage was among the control 
series, being over 3,000 c.cm. The patient was given 
several blood transfusions and made a good recovery. 

With regard to contraction ring, only two cases were 
definite in each series. These, as might be expected, 
occurred in cases of retained placenta. 


Conclusions 


The results of this experiment are claimed to show: 
(a) that there is no danger whatever in giving 1 c.cm. 
of pituitrin or pitocin during the third stage of labour; 
(b) that the amount of haemorrhage is not much affected: 
in the series there was a tendency to a smaller post- 
partum loss in the pituitrin cases. 

It is not claimed that posterior pituitary extract should 
be given in the third stage as a routine treatment for all 
cases, nor should control of the fundus or the very 
watchful care that is necessary at this stage be relaxed, 
or be replaced by an oxytocic drug. 


I am indebted to Professor A. M. Claye and Mr. David 
Currie for the clinical material, and also to Dr. R. H. B. 
Adamson and Mr. B. L. Jeafireson, under whose care many 
of the control] patients were admitted. 
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Clinical Memoranda 








Fracture-dislocation at the Ankle 


The method used in the treatment of this case is, | think, 
worth reporting. The anatomical and functional recovery 
has been excellent, in spite of a severe injury. 


CasE RECORD 
On December 19, 1937, a married woman, aged 38, by a 
trivial accident (tripping over the fender) caused rotation of 
the ankle-joint through 90 degrees. X-ray examination showed 
fracture of the fibular malleolus with separation outwards, 
of the posterior tibial mortise with displacement backwards, 
and of the astragalus (see figure). The patient was admitted 





to hospital, and the same evening, under full anaesthesia, the 
fragments were brought together. A strip of sponge rubber 
Was cut to shape, with a recess for the calcaneal tuberosity, 
and bent round the heel from the posterior surface of the 
ankle to the plantar aspect of the toes. With the knee bent 
to allow increase of dorsiflexion plaster-of-Paris was applied. 
special attention being paid to exaggerated plantar adduction. 
A sole-piece of three-ply wood was laid external to the 
sponge rubber on the under surface of the foot and incor- 
porated in the plaster. On the third day the patient was 
allowed to go home; she was not confined to bed, but was 
able to be lifted to a chair and to be wheeled out. 

The plaster was left untouched for nine weeks. On February 
21, 1938, it was replaced by an aluminium splint and foot- 
piece. In this she was encouraged to walk, and she wore it 
for three weeks. Weekly radiant heat and massage were 
given to the leg and ankle until April 2, fifteen weeks after the 
injury, when further treatment was considered unnecessary. 


Since then she has carried on her ordinary work withoui 
disability. There is no deformity or eversion of the foot, 
and the functional recovery can be regarded as 95 per 
cent. of normal. The method employed seems justified by 
the result. 

W. B. R. MonteitH, F.R.C.S.Ed. 


Bourne, Lincs. 
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Autochthonous Urethral Calculus 


I should like to piace on record the following case of 
giant urethral calculus 


A man aged 52 was admitted to hospital complaining of 
pain and a swelling in the perineum, and gave the following 
urinary history 

In 1907 he made an uneventful recovery from gonorrhoea 
and remained well :intil 1930, when he had the misfortune to 
be kicked between the legs while stooping to shoe a mule. 
During the fourteen days immediately following the kick he 
had haematuria on five different occasions, followed by a 
perineal abscess, for which he was admitted to hospital, where 
a catheter was passed into the bladder. left in situ, and the 
abscess incised. The abscess drained well and finally healed 
in three weeks, and he would have been discharged from 
hospital but for an unfortunate mishap. In an effort to 
unblock the indwelling catheter by the injection of a syringe- 
ful of water the tip of the catheter was blown off into the 
bladder. Three days later the perineal wound broke down 
and started to discharge blood-stained urine. Suprapubic 
cystotomy was performed forthwith, and the catheter tip 
removed from the bladder. The suprapubic wound healed 
in three weeks, but it was not till ten months later that the 
perineal sinus closed. 

















Two portions of the calculus removed from the urethra, 
sectioned to show the interior. 


Micturition remained normal until January, 1938, when he 
became incontinent, much dribbling following the act. Then 
a sharp pain brought to his notice a lump in the site of his 
old’ sinus. With increasing difficulty in voiding urine the 
patient experimented, and discovered that by manipulating the 
lump in the perineum the passage of urine could be facili- 
tated. There was no mention of renal colic at any time. 
Micturition became increasingly painful, and he attended 
Westminster Hospital for the first time on March 24, 1938. 

On examination the patient was found to have acute reten- 
tion, the bladder being half-way up to the umbilicus. In the 
perineum, in the line of the urethra, could be felt a hard 
smooth mass about the size of a hen’s egg. Examined per 
rectum, the mass was found to be located in front of the 
triangular ligament, and the grating of two hard = surfaces 
could be distinctly noted: this confirmed the diagnosis of 
urethral calculus. 

He was operated upon immediately. A metal sound was 
passed down to the stone and an incision made over it in 
the perineal line of the urethra. | then removed four 
portions of a stone, lying behind the stricturé, from a widely 
dilated urethra. While guiding a catheter into the bladder 
a small papilloma was noticed on the wall of the urethra ; 
this was removed, sectioned, and reported upon thus: “ There 
is metaplasia of epithelium ; the whole surface of the growth 
is covered with a _ well-differentiated squamous layer. No 
evidence of carcinoma.” The perineal incision closed in 
fourteen days and micturition is now normal. 

Chemical examination of the stone, which weighed 24 
grammes, showed it to consist of calcium phosphate. 


1 am indebted to Mr. Rock Carling for the opportunity of 


publishing this case. 
J. GrawaM, M.R.C.S., L.R.C.P. 
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THE BART’S REPORTS 

St. Bartholomew's Hospital) Reports. Volume LXXI. 

(Pp. 353; illustrated. 21s. net.) London: John Murray. 

1938. 
A general impression of the fifteen main original papers 
in the seventy-first volume of the St. Bartholomew's 
Hospital Reports is the value of the follow-up system of 
the hospital patients, the medico-chirurgical authorship 
of articles, and the underlying influence of neurosurgery 
shown in some of the contributions. Drs. George Graham 
and W. G. Oakley analyse, with the help of the follow-up 
department, the complications and fate of a hundred 
patients, fifty-three males and forty-seven females, suffering 
from diabetes mellitus. Neurological complications, in 
twenty-nine cases, occurred with increasing frequency 
among the older groups of patients, the most tiresome 
symptom being pains in the legs. Arterial changes 
occurred in fifteen patients, and the authors explain why 
they consider it wrong to insist on keeping dry an ulcer 
on a diabetic’s foot. The report of the cancer department, 
of which Mr. Malcolm Donaldson is the director, covers 
a wide field, and shows wide activity in the following 
up of patients. Sir Girling Ball, the treasurer of the 
Reports, writes on the end-results of traumatic rupture of 
the urethra in children. In the article on the treatment of 
angina of effort and of spasmodic angina by thyroidectomy 
Dr. Geoffrey Bourne shows that twelve cases, carefully 
chosen out of three hundred attending the cardiac pain 
follow-up clinic at St. Bartholomew's, did extremely well, 
and Professor Paterson Ross, in notes on the surgical 
aspects of total thyroidectomy, mentions that the operation 
diminished the susceptibility to adrenaline injections. Dr. 
Avery Jones and Mr. Naunton Morgan of the two profes- 
sorial units discuss the post-operative administration of 
fluids. Sympathectomy for erythrocyanosis frigida and 
chronic oedema of the legs is considered by Mr. G.,C. 
Knight of the surgical professorial unit, and Mr. Boyd, 
also of the same unit, contributes two excellent articles on 
thrombo-angiitis obliterans and on the effect of total and 
subtotal resection of the stomach on blood formation in 
dogs, as bearing on the occurrence of macrocytic anaemia 
after gastrectomy in man. In an extremely interesting 
analysis of a hundred cases of prostatic carcinoma Mr. 
McGavin concludes that it has not any aetiological relation 
to benign hypertrophy. There is a sympathetic Jn 
Memoriam of the late Mr. R. C. Bailey, and a full and in 
every way admirable life of Samuel Gee is given by the 
winner of the Wix prize for 1937, Mr. Oliver Garrod. 


PATHOLOGICAL TECHNIQUE 


Pathological Technique. A Practical Manual for Workers 
in’ Pathological Histology, including Directions for the 
Performance of Autopsies and for Microphotography. 
By Frank Burr Mallory, A.M., M.D., S.D. (Pp. 434;, 
14 figures, 6 tables. 20s. net.) Philadelphia and London: 
W. B. Saunders. 1938. 
F. B. Mallory is one of the greatest living masters of 
histological technique, and the originator of several 
valuable staining methods ; he has now published a book 
entitled Pathological Technique, which it is safe to say 
will at once attain the status of a classic. Naturally the 
greater part of it is devoted to descriptions of staining 
methods, and it is chiefly for these that the book will be 
found so valuable a work of reference. The directions 





ee 


given are such as can only come from long experience; 
they omit no detail, forestall hidden difficulties, and for 
a subject so full of technicalities are unusually readable, 
There are also chapters on post-mortem technique. museum 
methods, and photomicrography, and a bibliography and a 
good index. There is little discussion of the chemistry 
and mechanism of staining metheds, and from the practical 
point of view this would be superfluous. In connexion 
with many methods it would also be unprofitable, since 
they are purely empirical, but the histologist often asks 
himself why a reagent will do what it does, and indeed 
why it was ever tried for the purpose, and when there is 
any answer to these questions it would perhaps be helpful 
to know it. 


VOLUNTARY SOCIAL SERVICE 

The Voluntary Citizen. An Enquiry into the Place of 

Philanthropy in the Community. By Constance Braithwaite, 

B.Sc., Ph.D. (Pp. 341. 7s. 6d. net.) London: Methuen 

and Co. 1938. 

This book with its rather curious and awkward title is 
by a lecturer in the social study department of the Univer- 
sity of Birmingham, and it deserves the consideration of 
those interested in local government or in the social 
services—especially, perhaps, of medical practitioners who 
are so interested. The title, no doubt, serves sufficiently 
to indicate that the book is concerned with the status 
and functions of the voluntary social worker or adminis- 
trator, but surely everyone is a _ citizen willy-nilly. 
The book is in three sections, quite different in 
character though not unrelated to each other, and _ the 
emphasis of attention among these given by different 
readers will undoubtedly vary. Part I is devoted to the 
evolution of what the author calls a “ philosophy of 
philanthropy,” and discusses the case for public social 
services, the limitations of such State provision and the 
need for certain varieties of voluntary organization and 
effort, the place of voluntary personal service whether as 
social worker or administrator and whether under public 
or independent auspices, and the relation of philanthropy 
to a socialist system, Part IL is concerned with the income 
of charities in England and Wales and its relation to the 
contribution of public finance, as ascertained mainly by 
an examination of the charities in London and in Liver- 
pool and of statistics relating to voluntary hospitals. Part 
JIl describes in some detail the work and finance of 
district nursing associations, considering them as typical 
charities and an example of a voluntarily organized social 
service, and studying them as they function in a large 
city (Birmingham), a small town (Banbury), and a rural 
area (part of Oxfordshire). Each of these sections con- 
tains valuable material excellently presented. 

The conclusions of the second section will possibly 
surprise many by revealing the relatively small propor- 
tion borne by charitable gifts to the various social services 
as compared with that borne by State or community funds. 
Of the social services in general, philanthropy bears under 
10 per cent. of the cost, and as regards hospital services 
not more than 25 per cent. Under these circumstances, 
as Well as on other grounds, the argument of the first part 
of the book is of much importance. It is presented 
frankly from the socialist point of view, but it is perhaps 
the more valuable on this account. Many readers will 
not be sympathetic towards the ultimate organization of 
society desired by the writer, and some may like to con- 
sider along with this book the views of Mr. J. Q. 
Henriques, whose volume A Citizen’s Guide to Social 
Service was the subject of a leading article in the Journal 
of September 24 last (p. 666). Dr. Braithwaite is, how- 
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ever, always clear and fair in her statements, and logical 
in her arguments if her point of view be accepted ; and 
she envisages a much wider scope and more important 
place for voluntary activity and personal service, both in 
the present and in the future, than are usually conceded 
by socialist thinkers and writers. A welcome feature of 
her discussion is her powerful plea for the much wider 
exercise by local government councils of their power of 
co-opting on to their committees and subcommittees persons 
of experience who are not members of those councils 
themselves. It is to be hoped that these pages will come 
to the notice of such members and that they will have 
their much-needed practical effect. 


CHEMISTRY OF THE BRAIN 


By Irvine H. Page, A.B., M.D. 


Chemistry of the Brain. : 
London: Bailliére, Tindall 


(Pp. 444; 52 tables. 34s.) 

and Cox. 1937. 

Dr. Irvine Page’s book is entitled to a notable place 
among recently published scientific works. There has 
existed a real need for a volume which would collect 
and co-ordinate the widely scattered results of research 
work on the chemistry of the brain, and no_ better 
authority could have been found to undertake this rather 
difficult task than Dr. Page, himself the author of many 
important publications in this field. 

Beginning with a tribute to the father of brain chemistry, 
Thudichum, he proceeds immediately to the foundation 
subject of his book—the chemistry of the lipids—and 
emphasizes the importance of the part played by these 
the brain is largely composed. 
Incidentally, it may be pointed out that here we have the 


‘lipids treated in a clear and comprehensive manner un- 


surpassed in any biochemical literature. Thereafter with 
undiminished thoroughness the several sections deal in 
turn with the other classes of biochemically important 
substances—carbohydrates, proteins, electrolytes, vitamins, 
and enzymes—in their relation to brain tissue metabolism. 


Important chapters concern also physicochemical aspects 


and comparative neurochemistry, while the final section 
on oxidation and reduction has been entrusted to no less 
an authority than Dr. Quastel. Wherever possible the 
more academic advances have been brought into their 
true relation with investigations on the clinical side, with 
the result that the book is as instructive to the clinician 
as it is 10 the biochemist. 

Despite all that has so far been accomplished some 


disappointment might be felt that chemical investigation 


has produced relatively little in the way of practical con- 
tributions to the development of psychiatry ; but readers 
will not fail to realize that the ground is being well 
prepared, and, with the filling in of certain important gaps 
in our knowledge, there will soon come a time when the 
high expectations of the pioneers in this branch will be 
amply fulfilled. 


ESSENTIALS OF SURGICAL PRACTICE 


Everyday Surgery. By Lambert Rogers, M.Sc., F.R.CS., 
F.R.C.S.Ed., F.R.A.C.S., F.A.C.S., and A. L. d’Abreu, M.B., 
Ch.M., F.R.C.S. With an Introduction by Professor G. 
Grey Turner, D.Ch., M.S., F.R.C.S., F.R.A.C.S., F.A.C.S. 
(Pp. 280; 160 figures. 12s. 6d. net.) London: Edward 
Arnold and Co. 1938. 


In Everyday Surgery the authors, Professor Lambert 
Rogers and Mr. A. L. d’Abtreu, present in a concise form 
what they regard as the best in modern surgical practice 
of an everyday as opposed to an unusual or special 
Character. In the introduction, which is packed with 
Clinical wisdom, Professor Grey Turner lays stress on the 


important axiom that everyday surgery involves the broad 
principles which apply to surgery in general and that 
these principles cannot be dissociated in the mind of those 
responsible for treatment, however insistent and important 
the details of treatment may be. 

The intention of this book is to focus the mind on 
essentials. In this the authors have been very successful. 
The whole field of surgery as met with in ordinary practice 
is covered, but the special departments are not dealt with. 
Of necessity the opinions expressed are dogmatic and 
represent the views of the authors and not necessarily the 
ideas of other surgeons, though it would be difficult to 
pick out any controversial statements throughout the book. 
The scheme followed in each chapter is to outline the 
broad features of the subject and the appropriate method 
of treatment. So much ground is covered in a small 
compass but with such a definitely practical trend that this 
book should be found very valuable both to students and 
to those practitioners who, having possibly lost touch 
with modern surgical practice, wish to obtain the most 
up-to-date guidance. We could find no reference to 
Crohn's disease. To mention this omission may savour 
of straining at a gnat, and the authors are probably right 
in regarding this disease as falling outside the definition 
of an everyday condition. Even so, the practitioner seek- 
ing guidance in such an up-to-date book as this might 
pardonably be disappointed at finding no reference to it. 

The illustrations are in the form of line drawings, and 
they are exceptionally clear and to the point. Details of 
operations have been purposely omitted, though stress is 
laid upon minor technical procedures. The authors have 
succeeded in producing a very clear and concise exposition 
of the outlines of modern surgical practice. 


PARASITOLOGY 


Die tierischen Parasiten des Menschen. By Dr. Walter 
Stempell. (Pp. 226; 220 figures. RM. 12: bound, RM. 
13.50.) Jena: Gustav Fischer. 1938. 

Parasitology. With Special Reference to Man and Domesti- 
cated Animals. By Robert Hegner, Ph.D., Francis M. 
Root, Ph.D., Donald L. Augustine, Sc.D., and Clay G. 
Huff, Sc.D. A general revision of Animal Parasitology, 
1929. (Pp. 812: 308 figures, 5 tables. 25s.’net.) London 
and New York: D. Appleton-Century Company. 1938. 


Although morbid conditions produced by animal parasites 
are overwhelmingly encountered in tropical climates, the 
author of Die tierischen Parasiten des Menschen points 
out in a preface that while the brisk international inter- 
course of our time makes it impossible even in temperate 
zones to neglect the importance of these diseases, there 
does not exist in German any modern, comprehensive, 
and at the same time concise presentation of the subject. 
His book, written with sound conservatism, is an admirable 
attempt to meet the needs of the situation. Opening with 
a general discussion on parasitism, it follows orthodox 
lines, describing first the protozoa, then the helminths, 
and finally the arthropod parasites. While an effort has 
been made to cover the whole field, the less important 
parasites are dealt with briefly in small type,-so that 
without destroying the essential compactness of the book 
it has been possible to give due emphasis to the important 
sections. At the end there is a chronological index of 
the more important literature bearing on the subject, which 
will enable those interested to pursue their studies further, 
although there are omissions which may surprise the 
English reader. Supplemented by practical work the book 
will provide a useful and handy textbook for the German 
student or practitioner. The volume is generously illus- 
trated with good diagrams and photographs; the paper 
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and printing are of the excellent quality for which the 
publishing house is renowned ; but the paper binding is 
too flimsy to be serviceable. 

Parasitology, by Dr. Hegner and his fellow workers, 
sets out to cover the field of parasitology, with especial 
emphasis on the parasites of man; it is divided into an 
introduction and three sections. The introduction is con- 
cerned with the broad general principles of the subject, 
such as interactions of parasite and host, and the rules 
of zoological classification and nomenclature. The first 
section is devoted to protozoology, the second to helminth- 


ology, and the third to arthropeds of parasitological 
importance. In a previous edition the sections were 


written independently by their respective specialists, and 
this arrangement has naturally been preserved, except that, 
owing to the death of the author of the section on medical 
helminthology, this part has been revised by one of his 
former students. The arrangement makes for thorough- 
ness, since the field of parasitology is so large and progress 
in the subject has been so rapid that no single author 
could adequately encompass the whole. How wide and 
ambitious is the scope of the book becomes therefore 
obvious, and indeed it is more diffuse than may be desir- 
able for the average student. It contains, for example, 
sections On treatment which are outside the scope of what 
is proper to a book of this nature: the authors appear to 
feel this, as these sections are so inadequately treated as 
to be of little practical value. On the other hand, the 
detail of many sections is hardly sufficient for the advanced 
worker in parasitology, and although it is stated that every 
chapter has been carefully revised so as to include the 
results of additions to knowledge that have been made 
during the past nine years, there are notable omissions. 
Nevertheless, a single handy volume dealing with the three 
branches of parasitology may not be without value to the 
student or practitioner. 








Notes on Books 


The dependence of surgeon and patient on the engineer 
is most strikingly shown in the provision of artificial limbs 
for those who have suffered amputation. For this reason 
we welcome the appearance of a small book entitled 
Back to Activity, in which Desoutter Brothers Ltd. of 
Baker Street, London, describe all that a surgeon and 
patient should know about artificial lower limbs. It may 
be advertisement, but it is the kind we like—honest and 
informative. It shows the marvels that have been 
achieved in this small but most important development 
of modern engineering, and, what is even more valuable, 
the conditions that make for success. Where the surgeon 
is able to sclect the site for amputation, he should plan 
the operation so that the best possible type of limb can 
be fitted without difficulty; the stump should receive 
appropriate after-treatment to secure proper shrinkage 
and good muscular control; and, finally, after the limb 
has been supplied, the patient must be taught how to use 
it. This is a good book to leave within reach of a 
patient who is still stunned by having lost a limb; it 
will give him just the encouragement he so sorely needs. 


In a recent work on popular misunderstandings with 
regard to medicine, Doctors don’t believe it, Dr. 
AuGusTt A. THOMEN of New York University cites from 
a Missouri newspaper the case of a lady who sneezed 
so violently that one of her eyes fell out. She was 
promptly conveyed to hospital, and after treatment was 
discharged with her eye duly replaced and little the 
worse. The hospital authorities are credited with the 
statement: “It is not unusual for the eye to be removed 
for some operations, but to have it forced out by 
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coughing or sneezing is unique in medical annals.’ 
The author confutes these misbeliefs together with 184 
others, such as that singeing the hair is_ beneficial, 
that tobacco smoke is a disinfectant, that diphtheria 
is caused by sewer gas, and that ground glass is a 
deadly poison. He quotes entertaining instances from 
a variety of sources, and in more serious mood presents 
lucid summaries of correct medical opinion on diet, 
genetics, and other subjects. The book, originally pub- 
lished in America, now appears in an English edition 
with an introduction by Lord Horder (J. M. Dent and 
Sons, 6s.). Combining as it does fact with fancy, it will 
be read with profit and pleasure by many, for, as was 
said of old, Omne tulit punctum qui miscuit utile dulci. 


Regulationspriifung des Kreislaufs (Measurement of the 
Control cf Circulation), by Professor Fritz SCHELLONG, 
gives an account of important methods elaborated by the 
author, who is well known for his researches on conduc- 
tion in cardiac tissue and its excitability. Three tests are 
used. The first two depend on measurements of blood 
pressure and pulse rate in the recumbent and upright 
pcsition and the effects thereon produced by measured 
exercise. The third test is less familiar, for it consists in 
measuring the effect of exercise on the duration of the 
Q.R.S. pericd. The importance of this last test is that 
it measures the effect of exercise on the heart itself as 
contrasted with responses which involve the whole circu- 
latory system. The test depends on the fact that con- 
duction in damaged heart muscle is slower than in normal 
muscle. Exercise in normal persons increases cardiac 
frequency and therefore decreases the Q.R.S. duration. 
In cardiac disease this effect is opposed by the delay in 
conduction, and hence the Q.R.S. duration is not shortened 
and may be prolonged. The monograph describes the 
details of the methods employed and gives an estimate 
of their diagnostic value based on experience with 2,000 
cases. It is published by Theodor Steinkopff of Dresden 
and Leipzig at RM. I]. 


Miss CHRISTINE E. PETERSEN produces from _ the 
Columbia University a pleasant little volume on The 
Dector in French Drama, 1700-1775 (Oxford University 
Press, Ils. 6d.). Being witty herself she has been able to 
see the fun poked at the French doctors, much of which 
was well deserved. The result has been a readable essay, 
made the more valuable by a chronology of the plays and 
a hand-list of books consulted. There is, too, a good 
index. 








Preparations and Appliances 
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SIMPLE INHALER 
Dr. G. P. HumpuHry (Abergavenny) writes: 


I have improvised an inhaler which allows the patient using 
it to lie down if he wants to. It consists of eighteen inches of 
4/10-bore and three inches of 2/10-bore rubber tubing joined 


3 INCHES OF 2 BORE 
TB INCHES OF 7 BORE . 


A “STRAPPING 


by strapping. End A fits, or with a bandage can be 
made to fit, any suitable bottle. End B is held in the mouth. 
I find that this simple device works perfectly, and the cost is 
negligible. 


Corrigendum.—In our notice of “ caldeferrum * tablets (October 
29, p. 894) the name of this preparation was misspelt. It should 
have been made clear that the composition of the tablets stated 
therein was based upon daily dosage (four tablets), not on one 
tablet. The manufacturers are Glaxo Laboratories, Ltd. 
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Nova et Vetera 





THE DEATH OF CHARLES II 


Those students of medical history who are interested in 
biography and do not confine their attention to the 
sterner discipline of research into the development of 
ideas have long been attracted by the subject of the 
diseases and deaths of persons eminent in history. On 
this there. is a very considerable amount of material 
available from both lay and medical sources. Sir Henry 
Halford, who holds the record as President of the Royal 
College of Physicians of London for twenty-four years 
(1820-44), thereby beating the twenty-three years’ presi- 
dency (1786-1809) of the Medical Society of London by 
James Sims, wrote a concise account of The Deaths of 
Some Eminent Persons of Modern Times (1835), including 
seven kings and Oliver Cromwell. Halford was a great 
court physician, and in the Lancet his manners were 
satirized as those of “the eel-backed baronet.” More 
recently Chaplin (1919) illustrated the state of con- 
temporary medicine by the records of the sick-beds 
of George III and Samuel Johnson, and The Deaths 
of the Kings of England (1913) have been described 
by J. Rae, and by Macieod Yearsley in Le Roy est 
mort (1935). Of the Kings of England the death 
of none has received more attention than that of 
Charles II; in addition to the necrologies just mentioned, 
there is the notable work The Last Days of Charles II 
(1909), by the late Raymond Crawfurd, which was 
appreciatively reviewed in these columns (1909, 2, 1536), 
and was largely drawn on in the anonymous series of 
“Some Royal Death-beds” (1910, 1, 1557). Descrip- 
tions in language more picturesque than medically accurate 
were given by Macaulay and J. H. Jesse. 


Unfounded Suspicion of Poisoning 


The death-bed of Charles I], February 2-6, 1684-5, was 
remarkable for his kindly references to his Queen and 
to Nell Gwyn, his apology for taking such an unconscion- 
able time a-dying, for the large number—at least sixteen 
—of his medical attendants and their unpleasant remedies, 
which he suffered with unflinching fortitude. The 
necropsy, recorded by Sir Charles Scarburgh, did not 
show any evidence of poisoning, but was thought to prove 
that death was due to “apoplexy.” Crawfurd, who 
suggested that Scarburgh’s lengthy Latin account was 
probably written, perhaps at the request of James II, 
to refute the suspicion of poisoning, convincingly 
established the diagnosis of chronic interstitial nephritis 
with uraemic convulsions. At that period it not 
uncommonly happened that sudden death, especially 
of a prominent person with rivals and enemies, was 
ascribed to poison. For example, the death of Henry 
Frederick, Prince of Wales, in 1612, which Norman 
Moore two hundred and seventy years later argued was 
due to typhoid fever, aroused this suspicion. This was 
also suggested in the case of Charles II, and, further, 
Thomas Short, one of the physicians attending His 
Majesty, is credited with this belief. According to The 
History of my own Time by Gilbert Burnet, Bishop of 
Salisbury, Short, who was suddenly taken ill and died 
in 1685, after drinking a large draught of “ Wormwood 
wine in the house of a popish patient,” told Lower, 
Millington, and other physicians that he believed that he 
himself had been poisoned because he had spoken so 
freely about the King’s death. 


A Review of the Pathological Evidence 


Dr. Krumbhaar,’ professor of pathology in the School 
of Medicine of Pennsylvania University, has recently un- 


’ Krumbhaar, E. B. (1938). Trans. Studies Coll. Phys. Phila., 
as... 6s. 51. 








earthed and presented to the Library of the College of 
Physicians of Philadelphia two contemporary manuscripts 
bearing on the death of Charles II, and in describing 
them has taken the opportunity of reviewing the evidence. 
While freely quoting and agreeing with Crawfurd, he 
concludes that in modern terminology the post-mortem 
diagnosis would read: oedema of the brain, chronic 
fibrous pleurisy (right), hypertrophy of the heart, con- 
gestion of the liver, spleen, and kidneys, and that it 
demands but little imagination to picture an arteriolar 
nephrosclerosis or a chronic glomerulenephritis, which, 
if without much scarring, might easily have been over- 
looked a century and a half before the days of Bright, 
and that the king died from an exacerbation of renal 
insufficiency, alleviated by bleeding but aggravated by the 
cantharides used for blistering, the terminal “ fits” being 
due to uraemia and not to cerebral haemorrhage. 
Wepfer’s important clinico-pathological study of cerebral 
haemorrhage in 1658 as causing apoplexy was probably 
not known to the king’s medical attendants. 





ANNALS OF MEDICAL HISTORY 


The first of the six main articles in the July instalment of the 
Annals of Medical History’ is by Mr. William White of 
Los Angeles, and surveys the wide field of the social implica- 
tions of the history of medicine in Great Britain between 
1742 and 1867. This paper, read in January, 1937, to a 
seminar at the University of Southern California, is most 
conscientiously documented, and admittedly owes much to 
the writings of Sir D’Arcy Power. Dr. Shuman, also of 
Los Angeles, concludes his interesting account of the medical 
practitioners in South California. G. W. Corner of Rochester, 
the fourth of that name, analyses the representations of 
medical practitioners in the modern drama and speaks of the 
change from the politically philosophical practitioners of 
Ibsen and even Schnitzer to the dispassionate human beings 
in the hands of Howard and Kingsley. The character of 
E. L. Hakim in The Talisman is analysed by Dr. Tallmadge ; 
the epidemic of small-pox in 1738 in Charlestown and inocu- 
lation form the subject of a paper by Dr. Waring of 
Charlestown, South Carolina; and Dr. Freeman sketches the 
history of geriatrics, a word introduced for the diseases of 
the aged by Nasher about twenty years ago. 





One hundred years ago Thomas Joseph Pettigrew (1791- 
1865) published the first volume of his biographical work 
Medical Portrait Gallery, which in its time was as popular as 
it was indispensable. The fourth and final volume was com- 
pleted in 1840. In 1838, too, appeared his “ Account of the 
examination of the mummy of Pet-Maut-Ioh-Mes.” A Fellow 
of the Royal Society and one of the original three hundred 
Fellows of the Royal College of Surgeons of England, 
Pettigrew was keenly interested in Egyptology, as a surgeon 
and anatomist delighting above all in the technique of 
mummification. His fondness for demonstrating mummies 
to public: audiences soon brought him the nickname of 
“ Mummy Pettigrew,” and inspired his contemporaries to out- 
bursts of wit and excruciatingly bad verse. 





The issue of Nederlandsch Tijdschrift voor Geneeskunde, the 
organ of the Dutch Medical Association, for October 1 is a 
Boerhaave number, and contains the following papers among 
others read before the congress held recently in com- 
memoration of the bicentenary of Boerhaave’s death: 
“ Boerhaave’s Influence on American Medicine,” by Henry E. 
Sigerist ; “ Boerhaave and the Early Medical School at Edin- 
burgh.” by J. D. Comrie: “The Influence of Boerhaave’s 
Institutiones Medicae on Modern Physiology,” by J. Fulton ; 
and “ Boerhaave as a Botanist,” by T. A. Sprague. 





‘ Annals of Medical History. New Series, Volume X, No. 4. 
July, 1938. (Pp. 279-368; illustrated. 2.50 dollars. Subscription 
for the year, 11 doilars.) New York: Paul B. Hoeber, Incorporated ; 
London: Harper Brothers, Medical Book Department. 1938. 
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THE BLOOD PLATELET 

It is over thirty years since Wright advanced the 
theory that the blood platelets are derived from the 
megakaryocytes, but recent reviews by A. Hittmair? 
and by L. M. Tocantins* indicate that, though this 
origin is accepted by the majority of haemato- 
logists, convincing evidence is still hard to find. 
The mechanism of the process is obscure, as the 
conditions in surviving preparations of marrow are 
abnormal, while megakaryocytes do not form 
platelets in tissue cultures. Some authors have 
postulated sudden explosive rupture of the mega- 
karyocytes. More plausible theories are that frag- 
mentation of the pseudopods produces platelets in 
the same way as the mammary epithelium 
degenerates into colostrum granules, or that the 
megakaryocytes exert a physico-chemical influence 
on the neighbouring fluid in the same way as 
the fibrocytes lay down collagen fibres in the inter- 
cellular spaces. Megakaryocytes are present not 
only in the bone marrow but also in the spleen and 
the lungs, and it is conceivable that the lungs are 
an important site of platelet production. Much 
interest has recently been taken in a group of 
leukaemia-like conditions variously described as 
leuco-erythroblastic anaemia,’ chronic non-leuk- 
aemic myelosis,’ megakaryocytic myelosis with 
osteosclerosis,” and erythroleukaemia.° The com- 
mon factor in these conditions is the presence of 
excessive numbers of megakaryocytes not only in 
the bone marrow but also in myeloid foci in the 
spleen, the liver, and the glands. The blood plate- 
lets are not increased in numbers—in fact there is 
a haemorrhagic tendency—there is no accumula- 
tion of megakaryocytes in the lungs, and the dis- 
order progresses to fibrosis of the, bone marrow, 
encroachment on the marrow cavity by cancellous 
tissue, and increased density of the cortex of the 
bones. 
normally present in the marrow, to which the 
function of platelet formation has been attributed, 
but the sequence of events gives little support to 
Wright’s hypothesis. 


* Folia Haemat., Lpz., 1938, 59, 50. 
? Medicine, 1938, 17, 155. 

* Edinb. med. J., 1936, 48, 303. 

* Quart. J. Med., 1937, 30, 253. 

* J. Path. Bact., 1937, 45, 383. 

* Ibid., 1938, 4'7, 327. 
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Whatever their origin, we must regard the plate- 
lets as a particulate secretion rather than as a 
cellular element of the blood. Not every particle 
in the blood stream is a platelet, and fragments 
of erythrocytes, leucocytes, fat droplets, parasites, 
and other structures have often been confused with 
them. This is one cause of the variety of views 
on their origin. Moreover the platelets are very 
labile, and their apparent number, size, and shape 
may be greatly modified by technical errors. The 
average number of platelets per cubic millimetre 
in healthy young adults is 250,000 in cutaneous 
blood, 300.000 in venous blood, and 350,000 in 
arterial blood. The very high normal values re- 
ported by some authors are the result of methods 
which break up the platelets, and figures above 
500.000 are seldom, if ever, obtained in cutaneous 
blood in health. Platelets are often described as 
showing a dark central zone or chromomere and a 
clear peripheral zone or hyalomere, but this also 
is an artefact, for when platelets are rapidly fixed 
they present a diffuse and uniform granularity. 
Efforts to classify platelets by their size, shape, and 
staining reaction’ are to be viewed with suspicion. 

The distribution of platelets through the circu- 
lating blood is irregular, and observers with the 
capillary microscope describe seeing schools of 
platelets, succeeded by periods when few or none 
are visible. When a vessel is injured platelets 
rapidly accumulate on the roughened surface and 
form the white thrombus from which the red 
thrombus grows down-stream.  Agglutination of 
platelets and formation of thrombi can to a large 
extent be inhibited by the injection of heparin, 
which is now available in a form suitable for use 
in man.* Coagulation of blood may be initiated 
or proceed in the presence of few or no platelets, 
as in the coagulation of lymph, and agglutination of 
platelets may take place independently of coagula- 
tion. The correlation between simple numerical 
changes in the platelets and the rate of coagulation 
of the blood is in fact low. Nevertheless it is 
generally agreed that the platelets play a part in 
initiating or accelerating the coagulation of blood. 
Only a small fraction of them are used up in the 
process, and the remainder play an even more 
important part in haemostasis by forming knots 
to which the fibrin filaments adhere. The clot then 
contracts, and the margins of the wound, which 
have already been brought into apposition by 
vascular constriction, are sealed together. 

In essential thrombocytopenia—the purpura 
haemorrhagica of Werlhof—there has long been 
controversy whether the low level of platelets is 
due to diminished production or increased destruc- 
tion. The symptoms improve dramatically after 





* Folia Haemat., Lpz., 1937, 58, 363. 
® J. Physiol., 1938, 92, 20. 





ISH 
URNAL 


plate- 
as a 
article 
ments 
asites, 
1 with 
views 
> very 
shape 
The 
metre 
neous 
00 in 
es re- 
-thods 
above 
neous 
ed as 
and a 
; also 
fixed 
larity. 
>, and 
10N. 
circu- 
h the 
Is of 
none 
itelets 
> and 
> red 
yn of 
large 
arin, 
r use 
tiated 
elets, 
on of 
igula- 
erical 
ation 
it is 
rt in 
lood. 
n the 
more 
knots 
then 
vhich 
1 by 


rpura 
been 
ts iS 
struc: 
after 


———__—_—— 





Nov. 26, 1938 


GOVERNMENT VERSUS CANCER 


THE BRITISH 
MEDICAL JOURNAL 


1091 





splenectomy, but this may be equally well explained 
by assuming that the spleen inhibits the maturation 
of the platelets in the marrow or that it removes 
them from the circulation. If the work of Troland 
and Lee’ is confirmed, there will be an end to this 
controversy. They were able to extract a substance 
from the spleens of patients with essential thrombo- 
cytopenia which reduced the platelet count by 90 
per cent. when injected into animals. No such 
“thrombocytopen ” could be obtained from other 
tissues or from spleens removed for other diseases. 
The method employed for making the extracts was 
simple, and it is much to be hoped that others 
who have the opportunity to obtain material will 
speedily prove or disprove the claim. Experience 
has amply confirmed the suspicion that sedormid 
is a potent cause of purpura. A certain proportion 
of people either have or develop an idiosyncrasy 
to this drug, which manifests itself by an abrupt 
fall in the platelets and haemorrhagic purpura.'® 
The symptoms may be exceedingly severe, and 
there is no reason to doubt that they may prove 
fatal. The choice of hypnotics is so wide that 
there would seem to be no reason for prescribing 
a drug which has this alarming potentiality, and 
practitioners in this country would be wise to 
follow the example of their American colleagues 
and exclude sedormid from the list of approved 
remedies. 





GOVERNMENT VERSUS CANCER 


In announcing the Government’s decision to make 
available modern facilities for the diagnosis and 
treatment of cancer in this country at the Council 
Dinner of the British Medical Association on 
November 8 Dr. Walter Elliot, the Minister of 
Health, said that in elaborating the details of the 
scheme he undertook to do his utmost to consult all 
the interests concerned—* local authorities, medical 
practitioners, research men.” Later it was 
announced that Dr. Elliot was in negotiation to 
purchase £500,000 worth of radium for the treat- 
ment of cancer, and, according to a statement in 
the Times, the Eldorado Gold Mines, Ltd., at 
Port Hope, Ontario, have received an order from 
the British Government for 11 grammes of radium 
at a cost of about £200,000. That the Govern- 
ment has taken this important step is to be warmly 
welcomed by the medical profession, and it is 
much to be hoped that the Minister has fulfilled 
or is fulfilling his promise to consult those experts 
who alone are in a position to give him the best 
advice as to what could be expected from any 
scheme planned on the scale contemplated. Has, 
for example, sufficient cognizance been taken of the 





* Johns Hopk. Hosp. Bull., 1938, 62, 85. 
” Lancet, 1938, 2, 305. 


developments in radiotherapy in other countries? 
It is the opinion of many distinguished workers 
abroad that in future radium will be used only 
for implantation into the actual growth, and that 
x rays will be employed for attack on those deeper 
growths which are inaccessible to direct implanta- 
tion methods. This opinion requires the most 
careful examination before any irrevocable step is 
taken. Results obtained by expert and careful 
application of “ bombs ” containing 5 grammes of 
radium are encouraging enough to justify their use 
in the treatment of growths only a few centimetres 
below the surface of the skin. But for the deeper 
growths—as, for example, in the lung, stomach, 
and rectum—‘‘ bombs” containing as much as 
20 grammes would be needed, and it is obvious 
that not many of these would be available at the 
present price of radium. Here it may be pertinent 
to remark that with the development of the radium 
mines in Canada it does not seem at all unlikely that 
within a few years the price of radium may be 
considerably less than it is now. 

Coincident with this development in the mining 
of radium is the work started by Professor E. O. 
Lawrence in the University of California with the 
cyclotron, which has been described as an “ atom 
smasher.” Already in the U.S.A. twenty-two of 
these machines are in operation or are being built ; 
several are under construction in the Scandinavian 
countries, and at least two of these will be used 
partly for medical and biological purposes. The 
two machines that are being built in this country 
at Cambridge and at Liverpool will be devoted 
largely to physical work and are not designed for 
use in medical treatment. We have already drawn 
attention in these columns' to the cyclotron and 
to the fact that the artificially radio-active sub- 
stances produced by it have been given to patients 
suffering from myelocytic leukaemia, with success- 
ful results. A team of workers in the University 
of California is now actively engaged in investi- 
gating the possibility of substituting neutrons for 
radium in the treatment of cancer. Neutrons have 
been shown to be at least three times more lethal 
to malignant cells than an equal dose of x rays. 
It is clear, then, that the production of artificially 
radio-active substances and of neutrons by the cycio- 
tron in amounts that make them easily available 
for therapeutic purposes is of the highest impor- 
tance. The question immediately arises: Has the 
Minister of Health gone into this question and 
discussed with expert medical advisers the possi- 
bility (we would say desirability) of developing a 
cyclotron unit in this country exclusively for 
medical purposes? Is it indeed too late to suggest 
that say one-tenth of the £500,000 might be set 





* British Medical Journal, 1938, 2, 25. 
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aside for this end? While radium is needed and 
of great value in the treatment of cancer, it is 
essential that other methods of treating this disease 
—and especially the newest methods—should not 
be neglected. A cyclotron unit for medical 
research is urgently needed, and there are men with 
the necessary technical training and experience to 
operate it. We would suggest, too, that if the 
building of this apparatus should come to form part 
of the Government’s cancer scheme, then research 
with it should be under the guidance of some such 
authoritative body as the Medical Research 
Council. It is essential that research be tit 
neglected. 








THE TREND OF URBAN MORTALITY 


A prolonged period of economic depression, rising to 
a peak in the years 1929-33 and intense enough to 
affect directly or indirectly all the activities of the 
country, might well be expected to show its effect on 
the mortality statistics, especially in what have been 
called the depressed areas. Snatch samples of mor- 
bidity and mortality statistics can readily be adduced 
to support this view, but before sound generalizations 
can be made it is necessary to examine evidence collected 
on as wide a basis as possible and to institute a com- 
parison with standards uninfluenced by local or chance 
circumstances. This, in fact, was the object of the 
research undertaken the results of which are embodied 
in No. 86 of the “ Reports” series just issued by the 
Ministry of Health.’ In his prefatory note as Chief 
Medical Officer Sir Arthur MacNalty is able to quote 
(and we assume with some degree of satisfaction) that 
“there is no evidence from the trend of mortality rates 
from all causes of death that the health of the popula- 
tion of the ‘depressed areas’... has been un- 
favourably affected by the economic depression,” and 
he appears justified in adding that this. conclusion is 
“ strong testimony of the success of national and local 
efforts to mitigate evils the magnitude of which needs 
no new comment.” Dr. Lewis-Faning, referring to the 
investigations in America and elsewhere on trade de- 
pression as a factor influencing national health, explains 
the limitations of the statistical method in examining 
questions of this kind. Records of morbidity that took 
into account the non-fatal ailments—especially of 
women and children—would appear to have more value 
than mortality statistics, but unfortunately these are 
not available in a form or in quantity suitable for a 
wide-scale comparison, and it must be remembered that 


the trend of local statistics may be overshadowed by ' 


some nation-wide influence—for example, the upward 
rise of the general mortality rate from the south north- 
wards. As “depressed areas” Dr. Lewis-Faning has 
included the counties and county boroughs of Lanca- 
shire, Cheshire, Northumberland, Durham, Glamorgan, 





? A Study of the Trend of Mortality Rates in Urban Communities 
of England and Wales with Special Reference to ‘‘ Depressed 
Areas.” By E. Lewis-Faning, Ph.D., of the Medical Research 
Council’s Statistical Staff. H.M. Stationery Office. 1s. 
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Monmouth, Brecknock, and Carmarthen, a sufficiently 
wide and representative group. For contrast, a selection 
was made of some sixteen county boroughs, including 
Lincoln and southwards, together with the adminis- 
trative county of London, which were deemed 
“ prosperous,” since their unemployment rate was below 
the mean for boroughs generally. So far as the “ de- 
pressed areas” are concerned the analysis shows that there 
has been a decline in the mortality rate at all ages during 
the past twenty years, and that these rates were lower 
in 1920-2 than in 1911-13, and still lower in 1930-2 
than in 1920-2 ; but these rates always have been, and 
sull are, higher than those for the country generally. 
With regard to the “ prosperous areas,” although in this 
connexion the term “contrast areas ” would be better, 
mortality has declined in all cases during the past two 
decades, and, with four exceptions, has been consistently 
Jower than for the whole country. In the northern 
group the boroughs of Lancashire are better relatively 
to England and Wales, those of Durham and South 
Wales are somewhat worse, while in the southern group 
the relative position has remained fairly stationary. 
The third and fourth sections of the report take 
account of annual death rates in age-groups for the 
years 1911-34, and by means of tables and graphs 
show that, although there has been occasional excess 
mortality among males in certain depressed areas, this 
excess is not related to the period 1929-33; 
contrary, these counties have kept pace with the country 
as a whole as regards the decline in general male 
mortality, and for females the results are very similar. 
In both groups exceptional areas are to be found— 
that is, “ black spots” in the “ prosperous ” group and 
“white spots ” in the “ depressed ” group—which when 
considered in their proper bearing (Table 12) lend no 
support to the theory of causal relation between depres- 
sion and excess mortality, and at all events the absolute 
rates have steadily declined. The general conclusion 
reached is that excess mortality, where it occurred, 
was not a feature peculiar to the years of depression 
but has been apparent for at least the past twenty 
years. This is described as “ the shadow of the picture,” 
and it goes to show that these local heavy mortality 
rates are due to some more deeply rooted evil and 
possibly involve genuine geographical and racial factors. 
It is admitted that the specific problem set has not 
been solved, but the investigation has at least dis- 
posed of the unwarranted suggestion that unfavourable 
features of our mortality experience have been slurred 
over or ignored in official publications. 





TRANSFUSION OF LEUCOCYTES 


The virtue of the ordinary transfusion of blood lies 
largely in the addition of erythrocytes to the recipient’s 
circulation; as a result there is more haemoglobin 
available for carrying oxygen to the tissues. To a less 
extent the other elements in the transfused blood— 
leucocytes, platelets, various immune bodies, and com- 
plement—may be of use; in the case of thrombo- 
cytopenic purpura the increase in platelets after a blood 
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transfusion may raise their numbers above the critical 
level below whigh bleeding is apt to occur. The addi- 
tion of leucocytes (neutrophil polymorphonuclear cells) 
to a patient’s blood stream might prove beneficial in 
cases of extreme neutropenia due to toxic derange- 
ment of the normal marrow leucopoiesis—for example, 
primary or secondary agranulocytosis. Compatibility 
of white cells has not been taken into consideration 
in ordinary blood transfusion, but there is evidence that 
direct agglutination of these cells may occur; this 
factor would have to be avoided in the use of a donor’s 
Jeucocytes as a therapeutic agent. The relatively small 
number of leucocytes in whole blood compared with 
erythrocytes and even platelets militates against their 
use in practical therapeutics: a very large volume of 
whole blood would be required to increase significantly 
the leucocytes in the recipient’s blood stream. Further, 
the duration of life of a transfused leucocyte is much 
less than that of a red blood cell. To overcome these 
drawbacks J. Hanausek' has devised an easy technique 
for obtaining leucocytes in concentrated suspension from 
citrated blood. The method depends on separation by 
fractional sedimentation, and the apparatus required is 
very simple. Working with horses’ blood he was able 
to obtain large quantities of leucocytes for laboratory 
experiments. Separation of leucocytes from human 
blood could be accomplished in a similar way and form 
a supply for transfusion purposes in the types of cases 
already indicated. 


NEW INTERNATIONAL STANDARD FOR 
VITAMIN B, 


It is announced that the first international standard 
for vitamin B,, which consisted of an adsorbate of the 
antineuritic vitamin, made from rice polishings, on 
fullers’ earth, has now been replaced by a preparation 
of crystalline vitamin B, hydrochloride. In recent years 
progress in the study of the antineuritic vitamin has 
been rapid, and this change in the form of the inter- 
national standard has been made possible by the syn- 
thetic preparation of the vitamin in pure crystalline 
form. Through the generosity of four manufacturers 
an adequate quantity of the new crystalline material 
was placed at the disposal of the National Institute 
for Medical Research, Hampstead, to enable a new 
siandard to be prepared consisting of the pure crystal- 
line substance. Extensive international investigations of 
the properties of this material and, in particular, the 
determination of its potency in terms of the original 
international standard by a variety of methods have 
now been completed, and the members of the Inter- 
national Conference on Vitamin Standardization have 
unanimously recommended that the sample be adopted 
as the Second International Standard for Vitamin B,, 
and that the international unit be defined as the anti- 
neuritic activity of 3 microgrammes of the international 
standard preparation. This recommendation has been 
adopted by the Permanent Commission on Biological 
Standardization of the Health Organization of the 
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League of Nations. As in the case of the other inter- 
national vitamin standards, the new standard for 
vitamin B, is held, on behalf of the Health Organiza- 
tion of the League of Nations, at the National Institute 
for Medical Research, Hampstead, and is distributed 
therefrom to national control centres established in 
other countries for local distribution to laboratories, 
institutes, and research workers ; and to workers resi- 
dent in countries in which the establishment of national 
control centres has not yet been completed. With re- 
gard to the supply of the new standard for vitamin B, 
to those requiring it in the United Kingdom, samples 
have already been sent to the laboratories, institutes, and 
research workers who have hitherto received the 
standard adsorption product. Others requiring the 
standard are asked to make application to the Depart- 
ment of Biological Standards, National Institute for 
Medical Research, Hampstead, N.W.3. 


GRENZ RAYS 


For two generations the growing-point of physics has 
been concerned with the effects of electromagnetic radia- 
tions, and in this growth the use of such radiations in 
medicine has played a not inconsiderable part. The 
two main gaps in the electromagnetic spectrum— 
between “ hard” x rays and gamma rays, and between 
the short ultra-violet and “ soft” x rays—are in process 
of closure: the former by the development of super- 
voltage therapy on the medical side and by the study 
of atomic disintegration on the physical side, and the 
latter by the study of the Grenz rays. Grenz rays are 
very soft x rays, generated at a few thousand volts and 


with a wave-length of | to 3 A.U. Their physical 
characteristics -have been investigated chiefly by 


Rajewsky and his associates in Frankfort; they have 
shown that it is in the region of the Grenz rays that 
the Bunsen-Roscoe law (intensity x time = a constant) 
becomes invalid, and by calculating the energies of 
beams of different wave-length they demonstrated’ that 
the skin erythema produced by x rays occurs by absorp- 
tion at a depth of 0.12 mm. The physical data neces- 
sary for the accurate application of Grenz rays in 
medicine have been summarized by Z. A. Leitner’: 
the quality of the beam is expressed in terms of its 
absorption in air or aluminium and the dose is measured 
in roentgens by a thimble-chamber ionization instru- 
ment. The rays are so soft that a beam at 4 kV is 
reduced to half its intensity by passing through 10 cm. 
of air, and at 8 KV to one-fifth by 2 mm. of skin. The 
almost complete absorption of the rays in the skin makes 
them particularly suitable for use in dermatological 
conditions, and the rapid recovery of the skin after 
therapeutic doses allows repeated courses of treatment 
in complete safety. The first-degree erythema dose is 
of the order of 2,000 r, but ten times this amount has 
been given in a short period without any permanent 
damage. The use of Grenz rays, however, is not confined 
to dermatology, since it is believed that their absorp- 








' Ann. Inst. Pasteur, 1937, 59, 652. 


' Strahlentherapie, 1932, 45, 388. 
* Brit. J. Radiol., 1938, 11, 586. 
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tion in the skin brings about general metabolic changes, 
and that Grenz-ray therapy thus influences constitu- 
tional diseases such as rheumatism, asthma, etc. The 
fact that these beneficial effects are generally said to 
occur by way of an influence on the vegetative nerve- 
endings in the skin indicates how slender is their scientific 
basis. In rheumatisni, asthma, and cancer Scott* has 
claimed good results by irradiation of indifferent areas 
of the body with medium-hard x rays, and if these results 
were generally confirmed the mechanism is probably 
similar to that claimed for Grenz rays. There would 
certainly appear to be a case for a controlled investi- 
gation of the effects of Grenz rays in constitutional 
diseases ; the comparison of a group of chronic rheu- 
matics treated with Grenz rays with a group exposed to 
sunlight and fresh air would be an interesting experi- 
ment. 


PERSPIRATION AND SUNBURN 


Perhaps the most important part played by perspira- 
tion is in the regulation of body temperature. That the 
sweat glands can actively secrete certain constituents 
of the blood is well illustrated in those miners who 
lose such large quantities of sodium chloride in the 
sweat that a condition of hypochloraemia is established, 
causing miners’ cramp, a syndrome easily prevented by 
drinking water containing salt. The factors controlling 
the chemical composition of human sweat are not clear: 
sodium chloride, urea, uric acid, lactic acid, ammonia, 
sugar, creatinine and creatine (very slight traces), 
amino-acids, lipoids, and even protein have been found 
in it ; in nephritis the excretion of urea in it is increased. 
That there are in sweat some as yet unknown sub- 
stances is suggested by recent work by Crew and 
Whittle.t | These authors set out to test whether there 
is any justification for a commonly held view that human 
skin is less readily sunburnt if perspiring freely than if 
it is dry. Crew had previously demonstrated that a 
millimetre film of sweat absorbs slightly at a wave- 
length of 3300 A.U., very appreciably at 2900 A.U., and 
almost completely at 2700 A.U. It has now been shown 
that the most effective region of solar radiation from 
the point of view of sunburn on human skin lies between 
3110 A.U. and 2960 A.U., with the maximum at about 
3040 A.U.; limits of the visible spectrum at the violet 
end are 3800 A.U. Such data suggest that sweat would 
in favourable conditions act as a barrier to the rays 
most effective in producing erythema. Experiments 
were carried out on healthy male subjects in whom 
sweating was stimulated by such means as a hot bath 
or running half a mile when very warmly dressed. The 
sweat was obtained from the forehead, the first excretion 
being wiped off ; as much as 5 c.cm. at a time could 
thus be obtained in a tube. The source of radiation 
was a quartz mercury-vapour water-cooled Kromayer 
lamp, a cell containing human sweat being interposed 
between the lamp and the skin. Exposures were made 
on the inner surface of the forearm or the thigh ; the 
time of exposure varied from one to two minutes. It 


° Proc. roy. Soc. Med., 1935, 28, 684. 
‘J. Physiol., 1938, 93, 335. 
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was found that sweat does provide some protection 
against the production of erythema and that a film 
0.2 mm. thick gives a just detectable but definite screen- 
ing effect. That the effect was not entirely due to sus- 
pended matter was shown by obtaining it after pre- 
liminary passage of the sweat through ordinary filter 
paper or a Chamberland candle. Preliminary ether 
extraction of the sweat removed a good deal of its 
absorptive power and the fatty bod’>s present in the 
ether extract possessed absorptive power for the 
erythema-producing rays. Control experiments with 
water and physiological saline were negative. Using 
spectrophotometric methods it was further demon- 
strated that a Il-mm. film of natural sweat  trans- 
mits only about 40 per cent. of the radiation 
at wave-length 3500 A.U. and about 6 per cent. 
at 2500 A.U., while filtered sweat is considerably more 
transparent at 3500 A.U. (78 per cent.) but only 
slightly more so at 2500 A.U. The fact that in prolonged 
sweating there occur a considerable secretion of natural 
lipoids and a deposition of dissolved substances freed 
from (evaporated) water makes it almost certain that 
the degree of protection afforded is greater than indi- 
cated by the in vitro experiments, as they may be called. 
Explanations of the phenomena in terms of the absorp- 
tive power of the known constituents of sweat were not 
very satisfying ; they would account for only a negligible 
fraction of the demonstrable absorptive power of the 
sweat as a whole. Even cholesterol, the absorptive 
curve of which bears some resemblance to that of 
sweat, could not account for the observed results. Iron 
has been suggested as reducing the sensitivity of the 
skin to sunburn, but the amount of iron in human sweat 
(determined spectroscopically) is not more than 0.0005 
per cent. Examination of the transmissivity of human 
epidermis in the relevant range of wave-lengths yielded 
a curve similar to that obtained with sweat, and hence 
it is suggested that a single substance is perhaps present 
in both epidermis and sweat which is highly absorbent 
for this wave region. The nature of such a substance is 
at present unknown, but it would appear reasonable to 
proceed with these highly interesting experiments and 
use other constituents in the body—for example, serum 
and tissue extracts, particularly nerve and vessel walls. 


DETERMINATION OF THE CIRCULATION 
TIME 


Investigation of the dynamics of heart failure in man 
has been possible in the last decade by the development 
of many methods for the determination of cardiac out- 
put, circulation time, and circulating blood volume. 
These three factors are closely interrelated, and it is 
obvious that, with other conditions remaining the same, 
output will vary inversely with the circulation time 
and directly with the volume of blood circulating. 
Whereas the output in congestive heart failure is 
generally, but not constantly, reduced, it is rare for the 
velocity of the flow of blood to remain unaltered, and 
it is used as a more reliable and also a more delicate 
index of circulatory change. There is also the advantage 
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that it is much more easily measured than the cardiac 
output. The blood velocity has, as a rule, been 
measured from the arm to the pulmonary capillaries, 
or from the arm to the neck or tongue, the former 
method being suitable only in cases of right heart 
failure. Since 1927, when Blumgart and his collabora- 
tors devised a method with a radium preparation, a 
Jarge number of substances have been employed. All 
have the property of producing some form of stimula- 
tion, at some distant point after injection into the circu- 
lation, the effects of which can be quickly recognized. 
They fall into two main groups: first those which are 
given off in the lungs and are noticeable in the breath 
—these measure the arm-to-lung circulation time, 
which is reduced in right heart failure ; and, secondly, 
those which pass through the lungs into the left heart 
and systemic arteries and can be tasted on reaching 
the tongue, or, as in the case of the sodium cyanide 
method, stimulate respiration. With the second group 
left heart failure with engorgement of the lungs can be 
estimated. The normal circulation rate varies accord- 
ing to the method employed, and to a still greater extent 
from one individual to another, though in the same 
individual under basal conditions the same method 
gives fairly constant results. A disadvantage of most 
methods is that they are subjective—that is, the end- 
point depends upon the subject himself recognizing, 
and signalling his recognition of, the stimulus ; and, with 
some, unpleasant effects are produced—for example, 
severe headache with the histamine method. Recently 
paraldehyde has been used by S. Candel' to determine 
the arm-lung circulation time, 1.4 c.cm. being injected 
into an antecubital vein and a sharp cough denoting its 
arrival in the pulmonary capillaries. In favour of this 
are the sharp and objective end-point (the cough) and 
the fact that paraldehyde is convenient to use, requir- 
ing no sterilization. Against it are certain unpleasant 
reactions such as transient dizziness or hypnosis and 
the severity of the cough, which may last three minutes 
and is likely to be resented by a dyspnoeic patient. As 
a valuable and relatively simple way of making a differ- 
ential diagnosis of cardiac failure and for estimating 
variations in the degree of failure, measurement of the 
rate of circulation will probably come into wider 
favour, but the ideal method has yet to be found. 


— 


SITE OF ACTION OF DIGITALIS 


Although the value of digitalis in some forms of cardiac 
disease has never been disputed, the precise indications 
for its administration are not so well established, and 
how it works is a matter on which there is still less 
agreement. Thus, while the effect on heart failure with 
auricular fibrillation 1s so conspicuous that no one would 
question it, doubts have been expressed as to its beneficial 
action on fibrillation without failure and on failure with 
normal rhythm. It has been held for a long time that 
digitalis acts either on the conducting tissues, the de- 
pression of which slows the heart and explains the 
special action in auricular fibrillation, or directly on the 


1 Ann. intern. Med., 1938, 12, 236. 





muscle, increasing its efficiency—that is, the contractile 
power in relation to oxygen consumed. A newer view 
is proposed by L. N. Katz, M. Mendlowitz, and H. A. 
Kaplan,’ who hold that the action of digitalis on the 
human heart can be adequately explained as secondary 
to the effects on the peripheral circulation. The latter 
includes vasoconstriction of systemic and pulmonary 
arteries and of systemic veins; the venous return is 
also diminished by constriction of the blood vessels 
of the liver. In view of these and other extracardiac 
changes Katz and his co-workers reject the results of 
experiments in which the heart-lung preparation 
and the heart-lung spirometer are used, and 
believe that observations on the isolated heart only are 
free from error. But such observations should be made 
in conditions as nearly natural as possible. For this 
reason experiments on strips or fragments of muscle 
have a limited value, especially in relation to the failing 
heart. Thus the demonstration by R. N. Chopra and 
N. N. Das? that strophanthin and related drugs inhibit 
the rate of pulsation in fragments of heart muscle from 
young chick embryos (which they chose as being free 
from all nerve tissue) is important as indicating a 
direct action on heart muscle, but does not solve the 
problem of whether or not this is responsible for 
the therapeutic effects. Katz and his co-workers, 
using a method similar to that of the heart-lung 
preparation, except that an artificial resistance replaces 
the pulmonary circulation, found that both before and 
after cardiac failure had developed digitalis produced 
no significant change in size of heart, flow of blood, 
work, or oxygen consumption until a toxic effect on 
conduction appeared. In the failing heart both work 
and oxygen consumption decreased, mechanical 
efficiency remaining unchanged, while if the work was 
kept constant no change in oxygen consumption 
followed, despite a progressive increase in the size of 
the heart and in venous pressure. The conclusion is 
that digitalis has no significant action on contractility 
in the isolated heart, either with or without failure. 
These results show that there is room for further experi- 
mental work on digitalis and for a revision of ideas on 
the way it acts: but a sweeping conclusion from such 
experiments would be premature. 





' Amer. Heart J., 1938, 16, 149. 
* Indian J. med. Res., 1938, 26, 271. 


On November 16 a dinner was given at the Athenaeum 
in honour of Sir Richard Gregory, F.R.S., who is retiring 
from the editorship of Nature, with which he has been 
closely associated for forty-five years, securing for it a 
position in scientific literature not equalled by any other 
similar periodical. During the last few years the columns 
of Nature have increasingly emphasized the responsibility 
of scientists to society, which culminated this year in the 
formation of a new division of the British Association to 
deal with the social and international relations of science. 
Sir Richard Gregory was chosen as the division's first 
chairman. This week he left for the United States, where 
he is to deliver on December 8 the Elihu Root lecture at 
the Carnegie Institution of Washington on “Cultural 
Contacts of Science.” 
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This is one of a series of articles contributed by invitation 


TREATMENT OF INJURIES OF 
THE CHEST 


BY 
A. TUDOR EDWARDS, F.R.C.S. 


Injuries of the chest may be of two types: 
penetrating and (II) penetrating. 


I. NON-PENETRATING 


It is essential to recall that even with slight evidence of 
serious injury to the chest wall the damage to the con- 
tained viscera may be extensive. This is especially the 
case with children and young adolescents, in whom the 
chest wall is elastic and flexible and in whom ribs may 
remain unfractured in quite extensive crush injuries. 
Furthermore, if the injury occurs suddenly the pulmonary 
damage is likely to be more extensive, as the air in the 
lung will be unable to escape rapidly enough through 
the trachea. 

The most common causes of injuries of this type are 
motor-car injuries, crush injuries, and falls from a height. 
Three main groups of structures may be injured, involving 
laceration of pulmonary tissues, damage to blood vessels, 
and rupture of the diaphragm. The former two are often 
found in combination. Laceration of the lung may vary 
from a small localized lesion to complete separation otf 
the lung at the hilum. Occasionally a larger bronchus, 
or even the trachea, may be involved. . Damage to blood 
vessels may result in rapid death when the main vessels 
such as the aorta are involved, but in those who survive 
for some time after the accident damage to intercostal or 
mammary vessels may lead to urgent symptoms of 
haemorrhage. 

Laceration of the diaphragm is more common than is 
realized, and in many cases the injury is not recognized 
until weeks or even months after recovery. Unless the 
laceration is incomplete or minimal the abdominal viscera 
will sooner or later pass into the pleural cavity, producing 
a diaphragmatic hernia. There are three main phases 
through which patients who survive rapid death may pass: 
(1) the period of shock, (2) the period of haemorrhage, 
and (3) the period of infection. 

Period of Shock.—In every patient in whom there has 
been anything but a minimal injury to the chest shock 
will be present to a greater or lesser degree. This is 
shown by a condition of collapse and pallor, with weak 
and rapid pulse and low blood pressure. With the appli- 
cation of resuscitatory measures the condition of the 
patient may improve, permanently or temporarily. In 
the latter case, and more especially if recovery is delayed 
or the condition deteriorates, the patient will probably 
pass into the second phase. 

Period of Haemorrhage.—I\n this stage the pulse rate 
increases, the blood pressure falls, and signs of increasing 
anaemia and restlessness are apparent. (Rapid estimation 
of the blood haemoglobin may provide clear evidence of 
internal haemorrhage.) This period is occasionally asso- 
ciated with increasing dyspnoea, due to the accumulation 
of blood, or blood and air, in the pleura—haemopneumo- 
thorax. Should a valvular opening—that is, one that 
allows air to escape into the pleura on inspiration which 


(1) non- 





cannot escape on expiration—be present between the air 
passages (alveoli, bronchi, or bronchioles) and the pleura, 
a rapid increase in intrapleural pressure will result, 
which, unless recognized and treated, may cause death 
in a short period. This condition is termed “ valvular 
pneumothorax.” When previous pleural infection has 
resulted in the formation of pleural adhesions Jaceration 
of the lung may cause surgical emphysema, the air 
escaping from the lung direct into the superficial muscles 
and subcutaneous tissues. The peculiar fine crepitus on 
pressure is characteristic. 

Period of Infection—Organisms may spread from the 
lung into the pleura and infect the effusion during the 
ensuing days. The occurrence of infection in the pleural 
effusion can only be determined by the withdrawal of a 
portion of the effusion and its bacteriological examina- 
tion. (The absorption of blood from the pleural cavity 
invariably causes pyrexia, sometimes as high as 101°, and 
an increased pulse rate.) 


Treatment during Period of Shock 


Every patient with any except minimal injury to the 
chest will be found in a condition of shock of greater or 
lesser degree. The treatment does not differ in general 
from that of shock due to other causes, with the exception 
that it is rarely advisable to place the patient flat or in 
an inverted position, as the pressure of the abdominal 
contents on the diaphragm will interfere with respiration. 
A reclining posture with the shoulders slightly raised will 
be found to be most satisfactory. 

At this stage complete examination is probably inad- 
visable, but the presence of any external wound should 
be eliminated and gentle palpation for evidence of frac- 
tured ribs undertaken. The patient is then placed, if 
possible, in an electric cradle or is surrounded by well- 
insulated hot-water bottles. Continuous “drip” saline 
into the bowel may now be begun and an injection of 
1/6 grain of morphine given subcutaneously. 

Jt is advisable to record the pulse and respiratory rates 
and the blood pressure at regular half-hourly, or in severe 
cases shorter, intervals. In association with these the 
abdomen should be examined every few hours for any 
changes, such as localized rigidity, if upper abdominal 
injury is suspected. Under this treatment a slowing of 
the pulse and respiratory rates, with a steady rise in blood 
pressure, will be evidence of recovery, and if a portable 
x-ray apparatus is available the opportunity for radio- 
logical examination should be taken. This is possible 
with little or no disturbance to the patient, and may 
afford valuable information on the intrathoracic condi- 
tion. No immediate operative intervention is called for 
while improvement is being made. 


Treatment of Haemorrhage 


This period may be continuous with the earlier period, 
the patient failing to recover from the period of shock, 
or deterioration may set in after an initial period of 
recovery. It will be associated with a rapid pulse and 
a raised respiratory rate due to the presence of an in- 
creased quantity of blood, or blood and air, in the pleural 
cavity. The blood pressure will be low or failing, in- 
creasing pallor be visible, and occasionally restlessness and 
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sweating be obvious. A rapid estimate of blood loss may 
be made by use of the haemoglobinometer. 


Evidence of intrathoracic haemorrhage calls for a blood 
transfusion, which should be given after the usual pre- 
cautions of blood grouping and cross-testing. Improve- 
ment will follow unless a larger vessel such as the inter- 
costal or internal mammary artery is involved, when signs 
of continued haemorrhage will call for operative inter- 
vention to control the bleeding vessel. 


Increasing dyspnoea, and especially cyanosis with or 
without signs of persisting haemorrhage, suggest pneumo- 
thorax. This will be associated with certain physical signs 
in the chest such as absence of breath sounds over the 
upper chest of the affected side, with a high tympanitic 
percussion note and displacement of the apex beat to the 
opposite side. The aspiration of air from the pleural 
cavity is best carried out by means of a pneumothorax 
apparatus, with a bottle “trap” to prevent any fluid 
getting into the main apparatus. When this is not avail- 
able it can be simply performed as follows: 


Probably the optimum site is the second interspace 
anteriorly, about two inches from the sternal edge. The 
track of the proposed aspiration is anaesthetized with | per 
cent. novocain solution introduced with a fine needle attached 
to a syringe. The entrance into the pleura is shown by the 
withdrawal of air into the syringe, and the depth of the 
pleura from the skin surface is thus determined. A serum 
syringe needle is connected to about three feet of narrow 
rubber tubing, and the free end of the tubing is passed under 
sterile water in a bottle below the level of the bed. The 
needle is inserted through the anaesthetized area into the 
pleura, and the excess of air in the pleura will escape through 
the sterile water in the bottle. When no further air escapes 
the needle may be withdrawn and the site of puncture sealed 
with a small piece of wool and collodion. 

In “valvular pneumothorax” air will continue to escape 
from the pleura through the apparatus, and this is an indica- 
tion to leave the needle, etc., in situ. It should be carefully 
surrounded with sterile gauze and fixed with adhesive 
strapping to the skin. Again, the needle should be removed 
as soon as the pulmonary-pleural communication has closed 
—that is, as soon as air ceases to escape through the fluid. 

All these manceuvres should be carried out under the most 
rigid aseptic precautions, to avoid infecting the pleural cavity. 


Emphysema 


Surgical emphysema rarely requires active treatment, 
although occasionally considerable pain and discomfort 
may result from its spread to the eyelids, scrotum, and 
labia, in which distension may be considerable owing to 
laxity of the tissues. In such cases a serum needle may 
be passed into the subcutaneous tissues over the chest 
and the air “massaged” towards it. When associated, 
as is usual, with fracture of the ribs, the fixation of the 
ribs usually limits the further extension of the surgical 
emphysema. 

Mediastinal emphysema is most likely to result from 
injury to the trachea and main bronchi. It is of greater 
import, as usually the escape of air into the tissues is 
more rapid and the pressure exerted upon the mediastinal 
veins may obstruct them. The air as a rule escapes to 
the subcutaneous tissues through the superior thoracic 
aperture, and relief may be obtained by the use of the 
subcutaneous needie. 


Treatment during Period of Infection 


In non-penetrating injuries the blood in the pleura and 
the effusion poured out as a result of pleural irritation 
May remain uninfected, or infection may result second- 


arily from organisms in the lung or the blood stream. 
As the absorption of blood-stained effusion in the pleura 
is often accompanied by pyrexia, even up to 101°, and a 
raised pulse rate, the only certain evidence of infection is 
by the aspiration of some of the pleural fluid and its 
bacteriological examination. 

In uninfected cases only such a quantity as will relieve 
symptoms is aspirated from the pleural cavity, as excessive 
withdrawal of blood will cause expansion of the lung 
and possibly induce further bleeding from reopening a 
laceration in the lung tissue. Where symptoms are not 
urgent the blood effused should be left for a few days 
and aspirated gradually over several days until the pleura 
is empty and the lung fully re-expanded. Occasionally 
the replacement of the effusion by sterile air will permit 
gradual pulmonary expansion. When _ bacteriological 
evidence proves infection of the blood-stained effusion a 
proportion of the pleural contents should be removed by 
aspiration on alternate days. The fluid will gradually 
thicken and become more purulent, until eventually a 
localized empyema is formed. It is now safe to carry out 
a rib resection and employ adequate drainage as for the 
more common post-pneumonic empyemas. The presence 
of haemolytic streptococci in the pleural exudate indicates 
the employment of drugs of the sulphonamide group in 
association with the above treatment. 

It is dangerous to employ open drainage before the 
formation of frank pus. 


Fracture of Ribs and Sternum 


In association with contusions of the chest the bones 
most commonly fractured are the ribs, sternum, and 
scapula. The ribs may be fractured by indirect or by 
direct violence, the latter resulting in the condition of 
“ stove-in ” chest, each involved rib being generally frac- 
tured at two or more points. The deformity produced by 
direct fracture is diagnostic ; in the indirect fracture the 
diagnosis is made by the acute localized pain on deep 
respiration. Antero-posterior pressure to the chest wall 
will also cause pain at the site of fracture and not at the 
points of pressure. In either case bruising, even to the 
extent of a large haematoma, may be found in associa- 
tion with the bony injury, and this may disguise the 
depression often present in fracture due to direct violence. 

The treatment for the more common fractures due to 
indirect violence is by fixation of the chest wall. Adhesive 
strapping is applied, either direct to the skin after shaving 
or over a thin cotton vest, in overlapping layers. The 
Strapping, about three inches wide, is applied in layers, 
usually three in number, from below upwards. Each 
portion is fixed during the phase of full expiration, and 
should extend well over the middle line in front and 
behind. Some surgeons advise that the strapping should 
be applied completely around the chest, as greater control 
of mobility is thereby attained. 

The sternum is comparatively rarely fractured, and the 
diagnosis is obvious owing to the deformity produced. 
The lower fragment usually overrides the upper fragment, 
and forms a protuberance beneath the skin. Reduction 
is attained by placing the patient on the back with a sand- 
bag between the shoulders. The arms are then extended 
above the shoulders and brought downward, while pressure 
is maintained from before backwards on the upper end 
of the lower fragment. Although reduction may be rela- 
tively easy, retention in the normal position is difficult 
to maintain and redisplacement frequent. An attempt 
should be made to maintain reduction by placing a firm 
pad over the line of the fracture and fixing it in position 
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with adhesive strapping. Should recurrence take place, 
operative retention by the use of sutures uniting the frag- 
ments will be necessary. 

The treatment of fractures of the clavicle and scapula 
has been dealt with elsewhere in this series and does 
not require further description. 


Injury to the Diaphragm 


Laceration of the diaphragm of varying extent occurs 
in a small proportion of contusions of the chest. As a 
rule there are no distinctive symptoms in the early stages, 
and in radiographs the opacity in the lower chest caused 
by the abdominal contents herniated through the lacera- 
tion in the diaphragm is mistaken for effusion or con- 
solidation of the pulmonary tissue. At a later stage 
symptoms such as continued but indefinite indigestion or 
acute pain in the lower chest or upper abdomen, often 
associated with vomiting due to partial strangulation of 
the hernial contents, result in investigation by barium 
meal and radiographs, which make the diagnosis obvious. 

The treatment is operative, and the prognosis, if strangu- 
lation has not occurred, is good. For traumatic dia- 
phragmatic hernia approach through the chest is more 
satisfactory than that obtained through the upper abdo- 
men, since the laceration can be more easily exposed and 
separation of omentum and hollow viscera adherent 
within the chest is easier and safer. 


Il. PENETRATING WOUNDS OF THE CHEST 


The essential differences between the non-penetrating 
and the penetrating wounds of the chest are the greater 
incidence of infection, the production of an “open 
pneumothorax,” the increased frequency of cardiac 
wounds and the occasional presence of a retained missile. 
Where these factors are not concerned the treatment of 
such injuries is largely that of the non-penetrating type. 
In all cases in which there is a lacerated wound excision 
and suture should be carried out as soon as the general 
condition of the patient permits, in order to obviate the 
risks of infection. 


Open Pneumothorax 


The presence of a lacerated penetrating wound which 
permits the entrance and egress of air into and from the 
pleural cavity has a very serious effect upon the respira- 
tory function. The opening should therefore be closed 
as soon as possible. When conditions do not permit of 
immediate excision of the wound and closure of the chest 
wall by suture the wound edges should be firmly drawn 
together and fixed by adhesive strapping so as to prevent 
the free interchange of air between the pleural cavity and 
the exterior. The “ débridement” should be undertaken 
as soon as possible to prevent infection. Subsequent 
treatment will depend upon the occurrence or otherwise 
of infection. 

Retained Missiles 


The question of the removal of retained missiles will 
depend upon their nature. Bullets, revolver or rifle, and 
smooth missiles such as shrapnel balls, can generally be 
left during the early days and the necessity for their 
removal decided at a Jater date. When irregular missiles 
are retained it is probable that portions of clothing have 
been carried’ in ahead of them. In such cases infection 
is almost certain to occur, and the question of their 
removal is a much more urgent problem. As soon as 





the general condition of the patient permits they should 
be removed after careful radiological localization. 


Cardiac Wounds 


Suspicion of cardiac injury should always be aroused 
when penetrating wounds are situated over the precordial 
area. A considerable degree of success has followed 
exploration and suture of stab wounds of the heart, and it 
is essential to recognize the symptoms of haemorrhage 
into the pericardium, on which the diagnosis is chiefly 
based. The effusion of blood into the pericardium causes 
increasing difficulty in cardiac action, a condition termed 
“cardiac tamponade.” The three cardinal symptoms are: 
(1) muffling of heart sounds—so-called “silent heart”; 
(2) falling blood pressure ; and (3) rising venous pressure, 

It is important to recall that cerebral symptoms can 
result from haemorrhage into the pericardium. These 
symptoms may comprise stupor, generalized rigidity with 
muscular twitchings, and occasionally hemiplegia, and are 
caused by cerebral anoxaemia. When the chest injury 
is associated with a head injury considerable difficulty 
may be experienced in deciding whether the symptoms are 
caused by direct cerebral injury or not. In such cases 
radiography may be most helpful, as when there is cardiac 
tamponade the cardiac shadow is enlarged and is often 
associated with pleural haemorrhage. 

Cardiac injuries require treatment as soon as the diag- 
nosis is determined, and the pericardium should be opened 
and the cardiac wounds sutured. 


Late Results of Chest Injuries 


In contusions and penetrating wounds in which a haemo- 
thorax is not aspirated and full expansion of the lung 
not attained after a period of some months, there is a 
tendency for calcification to take place in the walls sur- 
rounding the encysted blood—that is, parietal and visceral 
pleura. As this will result in restricted mobility ot the 
chest wall and diminished functional capacity of the lung, 
and the fluid contents may subsequently become infected 
months or years later, it is essential to remove all blood- 
stained effusion from the chest by aspiration and ensure 
full pulmonary expansion and function. 

Apart from diaphragmatic hernia, there is another late 
sequel to chest contusion, especially when it has been 
severe and has caused damage to the bronchial wall— 
namely, bronchial stenosis. This may be partial or com- 
plete, and may result in pulmonary atelectasis, often 
associated with secondary infection, and require lobectomy 
or even total pneumonectomy. 


Lastly. the, retention of a foreign body which has 
caused no trouble for months or even years may result 
in the formation of a pulmonary abscess, and give rise 
to secondary bronchiectasis and repeated haemoptyses. 

These conditions will require treatment according to 
accepted principles. The control of the whole period of 
observation by repeated x-ray examinations will not only 
enable the immediate treatment to be carried out on the 
right lines, but will in many cases prevent the establish- 
ment of changes that will only be apparent months or 
years later. 

In conclusion it will be seen that in the treatment of 
chest injuries it is inadvisable to intervene surgically in 
the early stages unless the evidence for such mtervention 
is definite, and, likewise, that in the majority of cases all 
that is required later is aspiration of the contents of the 
pleural cavity. 





=e, AL 


QS Aw =A ee dt «tll an a, - «hea Ee se) 


— 05 © o fo © = 


=~ 65 =“ => OS 


| ae) 


nAOoOons - = ODD —@? DH | 


to) 


- 


j1~= o Oo QO 35. ew ao =| er pm 


pm CA 


rISH 
URNAL 





should 


roused 
cordial 
yllowed 
and it 
rhage 
chiefly 
causes 
termed 
Ns are: 
eart”’; 
ressure, 
ns can 
These 
y with 
ind are 
injury 
fficulty 
ms are 
1 cases 
cardiac 
; often 


> diag- 
opened 


1aemo- 
e lung 
‘eis a 
Is sur- 
visceral 
ot the 
e lung, 
nfected 
blood- 
ensure 


er late 
s been 
wall— 
r com- 

often 
ectomy 


+h has 
result 
ve rise 
ses. 
ing to 
‘iod of 
Mt only 
on the 
ablish- 
ths or 


ent of 
ally in 
yention 
ises all 
of the 





Nov. 26, 1938 


HEALTH OF AFRICA 


THE BRITISH 
MEDICAL JOURNAL 


1099 








THE HEALTH OF AFRICA 
RESEARCH SURVEY OF A CONTINENT 


At a time when the question of African territories is 
beginning to loom in European politics the compilers of 
An African Survey’ have rendered invaluable service to 
those responsible for or interested in the affairs of that 
continent. The enterprise was first suggested by General 
Smuts in his Rhodes Memorial Lecture in 1929, when he 
pleaded for a review of the extent to which modern know- 
ledge is being applied to African problems. An African 
Research Committee was formed under the auspices of the 
Royal Institute of International Affairs, with Lord Lothian 
as chairman, funds were subscribed by the Carnegie 
Corporation and the Rhodes Trustees, and Lord Hailey, 
who has been for thirty years a distinguished administrator 
in India, was appointed director. 


The survey, to which the term “ monumental” is not 
misapplied—it runs to nearly 1,700 pages—has occupied 
Lord Hailey and his helpers for nearly five years. It is 
only Africa south of the Sahara which has been taken ; 
in consequence Abyssinia and the Sudan are not included. 
The principal attention has been directed to the Union of 
South Africa and the British, French, and Belgian colonies 
and mandated territories. The survey opens by describing 
the physical background, the sparse population, the stocks 
of the African peoples, their seven hundred languages, and 
goes on to discuss their systems of government, of law 
and justice, of taxation ; the problems of labour, of agri- 
culture, of water supply, of transport and communications ; 
and the educational facilities and economic development. 
It presents the continent, in the words of Lord Hailey, 
as “a living laboratory.” It is more than a collection of 
facts; it is an attempt to review the extent to which 
modern knowledge is being applied to African problems, 
and, as regards the British colonies, it makes clear the need 
for closer co-ordination of local research activities and for 
more adequate help for research from the Imperial 
Government. 


The Approach to Health Problems 


The section dealing with health is itself a substantial 
volume. From the days of Livingstone onwards public 
attention and sympathy Africa-wards have been concen- 
trated upon such diseases as leprosy, sleeping sickness, 
and malaria. Another approach is now being realized— 
namely, that which takes into account the factor of defec- 
tive nutrition. Important as may be the influence of 
nutrition on health conditions in Europe, it does not 
exercise the same decisive effect as in Africa. Medical 
science in Africa, says the survey, must be increasingly 
concerned with the relation between nutrition and health. 

Another point made is that the methods must be largely 
those-of mass attack. 


“ Preventive treatment applied to certain African diseases, 
to be effective, must partake to some extent of the character of 
an operation, scientifically planned and humanely conducted, 
but military in its spirit and offensive, and in the thorough- 
ness with which it establishes itself in the area it has 
occupied.” 


It is also considered necessary that, under scientific 
leadership, there should be a large body of assistants who 
must as far as possible be Africans and must have as 
complete a system of training as circumstances will permit. 

The incidence of the principal diseases in Africa is 
described, beginning with nutritional deficiencies, which 
obtain in almost every territory. Tuberculosis, probably 
not largely prevalent in earlier times, is now widely 





‘An African Survey. A Study of Problems arising in Africa 
South of the Sahara. By Lord Hailey, G.C.S.]., G.C.L.E. (Oxford 
University Press. 1938. 21s.) 


distributed, and in Africa as in Europe is associated with 
poverty and overcrowding. On the other hand, leprosy 
has been with the Africans from time immemorial. About 
half a million cases are known, and the actual number 
may not be less than one million. The history of venereal 
diseases is obscure, but syphilis appears to have been 
prevalent in East Africa before the European occupation. 


Present Health Services 


After touching on the work of international bodies, 
such as the Health Section of the League of Nations, 
with its studies of trypanosomiasis, malaria, and leprosy, 
and the International Health Division of the Rockefeller 
Foundation, with its survey of yellow fever, the survey 
goes on to give details of the organization of health 
services in the different countries, from the Union of 
South Africa, where private and hospital practice is fully 
developed and where compulsory health insurance for 
the European urban population is suggested, to the British 
colonial dependencies, where, since the reorganization of 
the Colonial Medical Service in 1934, each territory has 
its medical department controlled by a director. 


In Tanganyika Territory and Kenya the medical depart- 
ments are arranged in administrative, medical, and labora- 
tory sections, and the medical department in Kenya has 
taken a large share in projects for the improvement of 
living conditions in native reserves. The policy of the 
department is to set up in each native district a health 
centre consisting of a hospital with a medical officer and 
European nursing sister, with a number of out-dispensaries. 
In Uganda the policy of establishing dispensaries in rural 
areas is being actively pursued. 

The organization in French West Africa is typical of the 
French preference for centralized and clearly co-ordinated 
methods of administration. Each of the colonies has a 
head of the public health service directly responsible to 
the Governor, and under him a staff of European doctors, 
of whom the majority are military and have undergone 
a course in tropical diseases. The “ auxiliary” (trained 
African) doctors are an important feature of the French 
system. Under the Belgian system there has been a 
greater development of unofficial organizations than in 
the British and French colonies, and the Belgians have 
concentrated on medical work in rural districts. The 
Congo is divided for administrative purposes into districts, 
each of which is subdivided into territories in charge of 
Official or unofficial organizations. 


Medical Education of Africans 


The survey envisages the medical service as a pyramid, 
the base of which is formed by a large body of African 
subordinate staff (such as nurses, dressers, hospital 
orderlies), the apex by fully trained medical officers, 
and the central part by the African auxiliary doctors or 
medical aids. Financial, among other, reasons make it 
impossible to contemplate that extensions in medical or 
health services should be attained by a proportionate 
increase in the number of fully qualified medical men. 
That the British territories do not at present contemplate 
making provision for Africans to take a full medical 
degree is largely due to the acknowledged lack of the 
necessary facilities for pre-vocational education. Africans 
are now being trained as medical assistants at the South 
African Native College in the Union, at Yaba in Nigeria, 
and at Mulago in Uganda. This training at the South 
Atrican Native College takes the form of a course lasting 
for three years, preceded by a preparatory year’s training 
in science, and followed by a year’s practical hospital and 
public health training at Durban. It is anticipated that 
some of these assistants will be available for service in 
1940. The schools at Yaba and Mulago appear to con- 
template that at some future date they will be equipped 
to train the fully qualified African practitioner, though at 
present they have a more limited aim. 
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French West Africa has a school of medicine for 
Africans at Dakar, its capital, which is described as 
probably the most successful and certainly the largest 
effort in Africa to provide a colonial medical and health 
service with adequate African assistance. Since its 
foundation the school has provided over 400 assistants 
with an acknowledged standard of proficiency. The 
Belgians have lately opened a medical school at Léopold- 
ville in the Congo. The.survey calls for an expansion of 
the cadre of locally trained medical assistants. France at 
Dakar has led the way. 


Health Education and Policy 


Health education has its own difficulties in Africa, but 
they are not due to that opposition to the application of 
modern medical science which arises from attachment to 
a recognized system based on different principles, like 
the Unani system of medicine of many Moslem people in 
the East. The most difficult problem does not lie in 
enforcing anti-epidemic measures, but in persuading 
Africans to adopt the recognized principles of hygiene as 
part of their social habit. 


“ Not all those who practise native medicine in Africa can 
be dismissed as witch doctors ; many are much respected, and 
it is indeed possible that a study of the herbs used by some 
of them might add to the list of remedies, such as quinine, 
which the pharmacopoeia owes to primitive medicinal prac- 
tices.” 


It is suggested that the native African dislikes the greater 
discipline and isolation of the British hospitals as com- 
pared with the French. On the other hand, the French 
appear to lose by the fact that many of their doctors, 
being on the military cadre, have little incentive to study 
African conditions, and that administrative policy limits 
the expansion of medical facilities by refusing to open 
dispensaries where they cannot be supervised by a French 
qualified medical man. The French rely largely on a 
system of medical centres with attached dispensaries and 
mobile medical units, the Belgians on intensive measures 
of attacking affected areas with a view to clearing them up 
before handing them over to the care of the normal 
medical and health services. In the Union and in British 
territories a less elastic system of hospitals and outlying 
dispensaries is favoured, 

“ There seems good reason to hold that the mass infliction 
of disease of the type existing in Africa demands more direct 
methods of attack than have hitherto been employed in British 
territories ; that funds should be devoted to organizing intensive 
medical campaigns rather than to the perfecting of the hospital 
system; and that, if necessary, statutory powers should be 
taken to secure that persons suffering from disease should 
submit to the necessary medical treatment.” 


More than once Lord Hailey returns to this theme: 


. it is difficult not to desire to see in some of the 
British territories more evidence of the spirit which shows 
itself in a direct attack on the health problems of the people. 
It is not enough to multiply facilities. . . . disease of the type 
which causes most mischief in Africa is generally a mass 
infliction, and must be attacked in the mass.” 


Artemus Ward in a well-known passage declared that 
though the African was his brother he was not his sister 
and his wife and his uncle, and several of his brothers and 
all his first wife’s relations. Somehow the passage comes 
back to us when we turn from the activities which the 
survey presents to the lowering background—an Africa 
with perhaps more than half its people still beyond the 
reach of medical and health services, with sanitation in 
many areas non-existent, with helminthic diseases almost 
universal, with widespread neglect in many central villages 
of the sick, the aged, and the young. Little can be done 
to improve such conditions until the Africans themselves 


are conscious of a need for betterment, or at least until 
the native authorities themselves are aware of their 
responsibilities. 





PROBLEMS OF HUMAN CONGENITAL 
DISEASE 


PROFESSOR J. B. S. HALDANE’S LECTURE 


With Dr. RoBert HUTCHISON presiding, the Lloyd Roberts 
Lecture was delivered at the Royal College of Physicians 
of London on November 17 by Professor J. B. S. HALDANE, 
F.R.S., who took as his subject, “Some Problems of 
Human Congenital Disease.” Professor Haldane began 
by expressing his sense of the honour of addressing the 
College, and asked as a layman to be excused inevitable 
solecisms when treating a medical subject which he had 
approached through a study of inherited abnormalities in 
animals. 
Nature and Nurture 


A person was regarded as afflicted with congenital 
disease, said Professor Haldane, if he was born diseased 
or if in early life disease developed which was believed 
to have been wholly or mainly predetermined at the time 
of birth. Examples of the first class were congenital 
syphilis, congenital pyloric stenosis, and ichthyosis foetalis 
gravior; examples of the second were Huntington's 
chorea, which, although the average age of its develop- 
ment was approximately 35, was yet believed to be due 
to an abnormality existing in the patient at the time of 
birth, and hereditary optic atrophy, which again might 
develop over a great range of ages but was believed to 
be congenitally determined. 

In the large majority of cases, however, it was necessary 
to deal with the interaction between nature and nurture, 
to use Galton’s words. In some cases one of these factors 
was predominant, but in a considerable majority there 
was some doubt. For example, there might be a degree of 
natural immunity to syphilis, the onset of hereditary optic 
atrophy might be determined by environmental conditions, 
at least to some extent, and so on. As a geneticist his 
own primary interest was naturally in differences of nature, 
differences in the hereditary endowment of the individual, 
and the question arose how to draw a line between the 
two. Where experiment was possible an endeavour had 
been made to keep nature constant in one series and 
nurture in another, just as in an experiment on gases 
the temperature would first be kept constant and the 
pressure varied so as to determine Boyle's law and then 
the pressure constant and the temperature varied so as 
to determine Charles's law. It was possible in animal 
experiments to approximate to nurture in many ways; to 
see that the animals had the same food, were exposed to 
the same liability to infection, and so forth. The most 
difficult thing was to standardize the pre-natal develop- 
ment. For example, in many stocks of guinea-pigs extra 
toes were not uncommon, and it was found in a given line 
that polydactylism was much more frequent among the 
offspring of young mothers than of old. The converse 
problem was to keep nature constant—that is, to obtain 
a group of animals all of which had the same hereditary 
endowment and test them out in different environments. 
There were two methods of doing this: one by pro- 
longed inbreeding and the other by obtaining a group 
of animals related to one another by vegetative reproduc- 
tion only and not through the sexual process. Experi- 
ments on human beings were, of course, out of the 
question. 

The cases first studied were those in which either nature 
or nurture appeared predominant—on the one hand 
hereditary diseases, and on the other hand infections, to 
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which most people were susceptible. After this the cases 
were studied in which nature and nurture were more 
evenly balanced—for example, in acute rheumatism and 
phthisis, in both of which a hereditary factor and an 
environmental factor might coexist. 


The Hereditary Mechanism 


Professor Haldane began by considering cases in which 
the hereditary mechanism was obvious or at least fairly 
clear. He instanced split hand and foot, sometimes called 
“Jobster-claw,” and showed a pedigree in which every 
affected individual was the child of an affected individual, 
the disease never skipping a generation. The affected 
individuals passed the disease on to approximately half of 
their progeny without regard to sex, fathers and mothers 
transmitting equally to their sons and daughters. He also 
showed a pedigree of pre-senile cataract, and mentioned 
that Harman, in describing such a pedigree, had referred 
to a child who at the age of 2 years was practically blind, 
whereas the father was able to do unskilled work, and 
only on ophthalmological examination was a small cataract 
discovered. 

A relatively trifling defect shown in the pedigree was 
short fingers, handed down by persons abnormal in this 
respect to approximately one-half their progeny. But 
there was one interesting exception. Two first cousins, 
both of them carrying the abnormal gene, married, and 
in addition to a daughter who had short fingers had 
another daughter who had no fingers or toes at all and 
showed other gross skeletal abnormalities. It was ex- 
tremely probable that in such a case the child had 
received an abnormal gene from both parents. 

The lecturer went on to make an analogy, for the 
crudity of which he apologized. Let it be supposed that 
a child inherited one eye from each parent. In that case 
one-half the children of one-eyed persons would them- 
selves be one-eyed. But if two one-eyed persons married 
approximately one-quarter of their children would be 
completely eyeless. The analogy, though crude, had 
some justification. The> genes responsible for hereditary 
differences were organs within the nucleus of a cell. 
Each gene appeared to control a specific function rather 
than a’ structure, but, unlike the organs in the body as 
a whole, they reproduced themselves directly—that is to 
say, when a cell divided the new genes were formed by 
a process which might be regarded as division or as 
copying, according to taste. It might at once be ques- 
tioned that, if this was the whole story, Adam and Eve 
must have suffered from a large variety of congenital 
abnormaiities, being reservoirs of every conceivable 
defect that had shown itself in their offspring. There 
were no medical reports of the patriarchs, but they 
appeared to have enjoyed longer life than would be 
probable on that hypothesis. As a matter of fact, when 
these pedigrees of dominance were traced backwards the 
appearance of an abnormal individual from two normal 
parents was constantly found. 


Occurrence of Mutation 


The process by which new genes originated was called 
“mutation,” of the nature of which extremely little was 
known. It might represent a failure to keep a normal 
gene in cell division or a change in a normal gene between 
cell divisions. The frequency of mutation could be 
increased some hundreds of times by means of x rays, 
but how to diminish its frequency was not known. There- 
fore it might be assumed that if the most extreme eugenic 
measures were taken with regard to the carriers of such 
abnormalities, although the number would be greatly 
diminished, they could not be completely abolished. 
Imagine—another crude analogy—what would happen 
if the kidneys were inherited one from each parent as 
he had supposed eyes to be inherited. Suppose that 
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1 per cent. of people had only one kidney and that this 
defect was handed down to half the offspring. Such a 
condition would be noticed relatively rarely. There 
would be a slightly greater tendency for people to die 
of kidney disease in later life, but the abnormality 
would largely go undetected. But when two persons with 
one kidney married one-quarter of their children would 
have no kidneys at all, and therefore would not live. 

Professor Haldane mentioned a case of juvenile 
amaurotic idiocy. The child was normal until 6, then 
lost the sight, and about the age of 10 became idiotic. 
This was not in the ordinary sense a hereditary disease 
at all. It could not be handed down from parent to 
offspring, because the afflicted person almost invariably 
died before reproducing. He showed the pedigree of two 
families in which this condition appeared. In one family 
three out of five siblings were affected ; in the other, one 
out of six. The parents of the two families were related 
to one another, but, what was more important, the 
husbands and wives in each case were cousins. It seemed 
likely that a recessive gene was handed down from one 
ancestor to the two different lines of the man and his 
wife, and on marriage a number of their children had 
an abnormality due to the presence of two abnormal 
genes. 


Among other conditions which appeared to be so 
determined were albinism, haematoporphyrinuria, and 
alkaptonuria. A more serious condition had been de- 
scribed in recent years in the shape of phenylketonuria, 
and every individual so afflicted had been a mental 
defective. This was an example of a metabolic disease 
associated with mental defect, probably due to a recessive 
gene. 

Sex-linked Inheritance 


Professor Haldane reminded his audience of the facts 
ascertained with regard to chromosomes and the different 
endowment of the sexes in this respect. He then men- 
tioned as an example of a defect handed down through 
the male line the famous instance of the Lambert family, 
which suffered from ichthyosis hystrix gravior. The 
members of this family had a scaly coat which was said 
to moult once or twice a year. The first of these Lamberts 
was one of a number of normal children of normal 
parents. He had apparently six sons, one of whom 
handed down the abnormality to two sons but to no 
daughters, and so this fantastic pedigree continued in 
the male line for more than a century. Abnormalities 
inherited in that manner were extremely rare. 

His next pedigree related to a history of colour-blindness 
of familial type, the abnormality occurring in males and 
being handed down through females, themselves appar- 
ently normal. The process was believed to be as follows: 
a man had an abnormal X-chromosome which rendered 
him colour-blind, and this defect he handed down to 
none of his sons but to all his daughters, who trans- 
mitted it to their progeny. — 

A far more serious disease of the same character was 
haemophilia, which had occurred among the descendants 
of Queen Victoria. One of her sons, Prince Leopold, 
was a sufferer, and handed the abnormality down to one 
or two of his daughters. The remaining haemophiliacs 
derived from two of Queen Victoria’s daughters. One 
granddaughter married the last Tsar of Russia, and the 
Tsareviteh had haemophilia; another married the last 
King of Spain, and their son, too, had the same condition. 
Edward VII was not a haemophiliac and could not have 
transmitted haemophilia or any tendency thereto to his 
descendants. The fact that Queen Victoria was a carrier 
of haemophilia did not imply that there was any trace 
of that disease in the present royal family. When an 
attempt was made to trace the pedigree further back no 
sign of haemophilia was found amceng Queen Victoria’s 
ancestors or collaterals, and it was evident that the con- 
dition owed its origin in her to mutation. 
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Finally, there was incomplete sex linkage aS seen in 
certain pedigrees of retinitis pigmentosa, in which a man 
receiving a gene from his mother would hand it down 
predominantly to his daughters and to only a small pro- 
portion of his sons. There would occasionally be an 
affected son and an unaffected daughter. A case of more 
medical interest was that of hereditary fragility of bone. 
Here the presence of blue sclerotics gave some indication 
in the pedigree, but little idea could be formed as to the 
conditions which the sufferer from that diathesis would 
develop, whether fragility of the bones or otosclerosis. 
He showed also a pedigree of cases of acholuric jaundice. 
Here again a definite diathesis was transmitted—namely, 
corpuscular fragility. But there were many cases of 
irregular inheritance where a disease or abnormality ran 
in a family «nd yet nothing could be said as to whether 
a given individual, apparently normal, would or would 
not transmit it to a proportion of his or her children. 
This was particularly serious in such a condition as 
Huntington’s chorea, where the disease might not develop 
until the end of the reproductive period, by which time 
a number of potential choreics, many of them doomed 
to insanity, would have been brought into the world. 








SOCIETY OF MEDICAL OFFICERS 
OF HEALTH 


THE ANNUAL DINNER 


The annual dinner of the Society of Medical Officers of 
Health was held on November 18 under the presi- 
dency of Dr. ELwin H. T. Nasu. The guests included 
the President of the Royal College of Physicians (Dr. 
Robert Hutchison), the President of the Royal College 
of Surgeons (Mr. Hugh Lett), the President of the British 
College of Obstetricians and Gynaecologists (Dr. W. 
Fletcher Shaw), the President of the Royal Society of 
Medicine (Sir Girling Ball), the Chairman of Council of 
the British Medical Association (Sir Kaye Le Fleming), 
the Secretary of the Ministry of Health (Sir George 
Chrystal), the Chief Medical Officer of the Ministry of 
Health and Board of Education (Sir Arthur MacNalty), 
and many representatives of bodies associated with the 
public health. The Mayors of Kensington and of Heston 
and Isleworth were also present. 


Preventive and Curative Medicine 


Dr. RoBert HUTCHISON, in proposing * The Society of 
Medical Officers of Health,” said he felt strongly that the 
more the members of the two great divisions of medicine 
—the preventive and the curative—saw of each other the 
better. There was apt to be unnecessary friction between 
them. General practitioners sometimes regarded the 
medical officer of health as an interfering person, and, as 
Dr. Johnson remarked, “ physicians do not love intruders.” 
It was all the more necessary for the two to cultivate 
friendly relations, and he wished every medical officer of 
health was a regular attendant at meetings of local medical 
societies and of the British Medical Association. It must be 
confessed that in the fight against disease the preventive 
side had had more victories to its credit than the curative. 
The recent developments in chemotherapy, however, had 
given fresh hope of new cures to come, while as regards 
ordinary environmental hygiene he doubted whether much 
could be added to the laurels of those concerned when 
existing schemes of slum clearance and the like had been 
completed and administration in backward districts levelled 
up. Largely by the efforts of preventive medicine mor- 
tality had been reduced and the expectation of life 
increased, but there remained an enormous and even an 
increasing amount of morbidity. Much of this was due to 
functional diseases of psychological origin, and if these 
were to be prevented, preventive medicine in future must 
widen its scope to deal with mental and moral as well as 
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material environment. Health, after all, was a state of 
perfect adjustment between the environment and _ the 
organism. This adjustment had largely been effected on 
the physical side, but on the mental side it was increasingly 
difficult with the rush of present-day living, the anxieties, 
uncertainties, and perplexities, which tended to undermine 
health and to render not worth living the longer years 
that preventive medicine had given us. To deal with 
these factors, however, was a task for statesmen and 
philosophers. He rejoiced to see the Society, now nearly 
an octogenarian, continuing to grow in influence and 
ability. In coupling the toast with the name of Dr. Nash 
he referred to the president's initiative and energy as a 
medical officer of health and the usefulness of his contribu- 
tions to the literature of the subject. Dr. Nash had now 
retired from active work, and they would wish him many 
happy years of leisure. ' 

The PRESIDENT, in his response to the toast, said also 
that the relations between the medical officer of health 
and the general practitioner had not always in the past 
been happy. His own first chief used to boast that he knew 
he was a success because he had quarrelled with every 
general practitioner in his administrative area. Clinicians 
and administrators would have to become more and more 
associated as the years went by. The next ten years would 
see amazing changes in the relations between the medical 
officer of health and clinical practitioners of all kinds. He 
hoped that with the development of local authorities’ 
hospitals there would be no tendency to bring about the 
disappearance of the general practitioner, for nothing 
could really replace a “good general practitioner. He 
himself was extremely happy to have started his career 
in general practice. 

The toast of * The Guests” was proposed in a happy 
speech by Dr. J. GREENWoop Wi SON, M.O.H. for Cardiff, 
and a response was made by Sir GEORGE CHRYSTAL, who 
said that, like his predecessors at similar gatherings, he 
wished to state how much the officers of the Ministry 
valued and admired the work of those engaged in local 
health administration. During the three years he had 
been in his present position he had witnessed a great 
increase in such administration and its responsibilities 
and labours. They were all realizing better than they 
could have done at the time what immense changes the 
Act of 1929 brought about and what readjustments of 
social and public health policy were made _ necessary. 
Further work would arise with the coming into concrete 
form of the new proposals with regard to cancer. Refer- 
ring to a national emergency. Sir George Chrystal said 
he did not share the general anticipation that the require- 
merts of national emergency would mean a diversion of 
energy and money from the things in which they were 
permanently interested. The necessity for organizing 
emergency measures had a good side even for the works 
of peace. It meant a national stocktaking, in the course 
of which many shortcomings would be made good and 
notable additions to the permanent equipment of public 
health services secured. He also announced that the 
Ministry was to give financial assistance—*a_ notable 
Christmas box “—to the National Council for Health 
Education. 

Dr. R. VeitcH CLARK proposed the toast of those 
members of the Society who have during the year received 
honours, and coupled it with the name of Sir WILLIAM 
SavaGE, who made a brief reply in a vein of personal 
reminiscence. 











J. J. J. de Jong (Nederl. Tijdschr. Geneesk.,- 1938, 82, 5122) 
records the cases of two diabetic women, aged 23 and 57 
respectively, who proved refractory to treatment by insulin. 
In view of the close resemblance of their blood sugar curves 
to those of acromegalic patients the resistance to insulin was 
thought to be of pituitary origin. In one patient the pituitary 
region was irradiated by x rays; the resistance to insulin 
disappeared and was replaced by a normal response. 
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BRITISH HEALTH RESORTS ASSOCIATION 


The annual meeting of the British Health Resorts Associa- 
tion was held in London on November 18 at the house of 
the Royal Institute of Public Health and Hygiene. The 
chair was taken by the president of the association, Lord 
MESTON, who spoke with appreciation of the work of the 
Executive and the Medical Advisory Committee, and 
especially of the outstanding services of the general secre- 
tary, Dr. Alfred Cox. 


The Year’s Work 


Lieutenant-Colonel W. ByAM, chairman of the council, gave 
a more detailed survey of the work of the year. The chief 
event, he said, had been the taking over of the handbook 
British Health Resorts by the association, thanks to the 
financial guarantees of certain friends. It was hoped next year 
to distribute 25,000 copies of this handbook to members of 
the medical profession, and, if enough support were forth- 
coming in the following year, to have a copy of the book 
on the table of every practising doctor in the kingdom. 

The association, Colonel Byam continued, had previously 
drawn attention to the absence of the subjects of medical 
climatology and hydrology from the teaching of the univer- 
sities; therefore it was all the more gratifying to record 
that during the year Leeds University had appointed Dr. 
Geoffrey Holmes as lecturer in medical hydrology. A _ begin- 
ning had also been made in postgraduate teaching under the 
auspices of the Fellowship of Medicine at Bath, Buxton, and 
Harrogate. By this means medical men could be taught what 
was valuable at the spas, and at the same time resident 
doctors could be stimulated to do greater work on such an 
obstinate community health problem as rheumatic diseases. 
The Medical Advisory Committee was in consultation with the 
Cardiac Society with a view to considering the possibility of 
some British spa laying itself out to deal with disorders of 
the circulation. He rejoiced that the B.H.R.A. was helping 
to build up a community feeling in the spa world; it was 
hoped to help the spas and health resorts to develop a com- 
prehensive service which would deserve recognition by the 
Government. By arrangement with the British Spas Federa- 
tion the Medical Advisory Committee had carried out a series 
of “ visitations ” of spas, appointing in each case two medical 
men, one of them a practising spa physician, with the secre- 
tary, to visit the spa, make a thorough inspection of it, and 
report to the committee, the federation, and the spa itself. 
He also spoke of the need for more careful consideration of 
the holidays of the people—the “ staggered holiday,” education 
for holidays, organization to ensure the maximum benefit. to 
reduce overcrowding in health resorts, to encourage holiday 
camps, altogether to make the taking of holidays a rational 
thing instead of the random affair it often was. 


Spas and the Public Hcealih 


Alderman Barrow of Bath. president of the British Spas 
Federation, spoke of the benefit of the conference which the 
British Health Resorts Association arranged at Bath a year 
ago. Sir STANLEY Woopwark said that if only the B.H.R.A. 
embraced all the spas and health resorts of the country it would 
represent one of the finest movements for the health of the 
nation. Mr. W. McApam EccLes spoke of the benefit of rest 
at spas and health resorts, not only in convalescence but 
also before a severe operation, to enable the patient better to 
withstand the ordeal. Dr. G. D. KersLey, in congratulating 
Dr. Holmes upon his appointment at Leeds, mentioned that 
the Committee for the Study of Medical Hydrology, which 
had been helped financially by the British Spas Federation, 
had arranged eighteen lectures to medical men during the 
past year, and had arrangements in hand for others. 

The annual report and financial statement—the latter illus- 
trating the slender means on which considerable work can be 
done—were adopted, Lord Meston was re-elected president, 
and Sir Walter Langdon-Brown, Lady Honywood, Lord 
Horder, Sir Archibald Weigall, and Sir Stanley Woodwark 
vice-presidents, and the meeting ended with the usual votes 
of thanks, 
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ENDOCRINE THERAPY IN GYNAECOLOGICAL 
CONDITIONS 


At a meeting of the Medical Society of London on 
November 14, with Dr. C. E. LAKIN in the chair, a dis- 
cussion was held on endocrine therapy in gynaecological 
conditions. 

Mr. DouGtas H. MacLeop said that endocrine therapy, 
apart from a few conditions in which it was specific, was 
still in its experimental phase, and it was important to 
remember this fact, both from the patient’s point of view 
and from that of the reputation of the therapy. Except 
in endocrine clinics, which must be experimental, little 
discrimination was exercised in the use of the treatment. 
Oestrogen was of value in the treatment of severe meno- 
pausal symptoms, and the corpus luteum hormone was of 
use in cases of threatened or recurrent abortion for which 
no physical cause could be assigned. On the subject of 
biological assays of the hormones in the urine he said 
that before deciding on treatment by hormones in a case 
in which the symptoms pointed to functional deficiency it 
was logical to determine which particular hormone was 
at fault. The difficulties were manifold. The hormonal 
activity of the urine was an uncertain indication of the 
hormonal activities of the body. On the possibility of 
undesirable effects following hormone therapy, especially 
in view of the close relation between certain carcinogenic 
and oestrogenic substances, it seemed that the risk of the 
pessible development of malignant disease was negligible, 
though it must be confessed that little was known on the 
subject. As for successful results, until biological assays 
of hormone activity were established it must remain im- 
possible to tell in many cases how large was the part which 
the psychological element had played. 


Hormone Assays 


Dr. P. M. F. BisHop said that it was necessary to 
realize that the endocrinologist in the laboratory was at 
present quite, incapable of assisting in the diagnosis of 
any endocrine disorder by means of hormone assays. 
As a result of two years’ intensive work by biochemists 
the androgens were now capable of fairly exact biological 
assay, but the oestrogens were a more difficult problem 
because of the series of degradation products. With 
regard to the gonadotropic hormone, it was fair to say 
that, apart from being able to give an 85 per cent. accurate 
result in a pregnancy test and helping to distinguish 
between a normal pregnancy and a hydatid mole, little 
could be done with the assay. 

In discussing endocrine therapy it must be remembered 
that the response of a tissue to a stimulus depended on 
the strength of the stimulus and on the threshold of the 
sensitive tissue. There were tissues insensitive to oestrogen 
and tissues with different thresholds which required 
different concentrations of oestrogen to produce typical 
effects. Normal tissues were relatively insensitive to 
exogenous administration of hormones, presumably 
because they were already sufficiently saturated with the 
substance. Gonadotropic hormones were probably protein 
substances, but no idea was yet forthcoming as to their 
chemical constitution, and although extracted in fair purity 
from urine, there was no doubt that they did contain 
mixtures of other pituitary hormones. A still more diffi- 
cult subject was the question of true pituitary extracts— 
extracts made from the pituitary lobe of different animals. 
The potency of pituitaries of different species varied 
within very wide limits. 

Turning to clinical conditions, Dr. Bishop said that 
primary amenorrhoea as such, he thought, had never 
been affected by hormone therapy. In about 10 per cent. 
of cases of secondary amenorrhoea there was a permanent 
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re-establishment of the periods which could be directly 
attributed to the therapy, but the proportion, of course, 
was insufficient to rule out the possibility of coincidence. 
Apparently psychotherapy was just as effective as endo- 
crine therapy in certain cases of amenorrhoea. Altogether 
endocrine therapy in amenorrhoea was so disappointing 
that he hesitated to advise it owing to the expense and 
inconvenience. He had gained the impression that large 
doses of oestrogen really did produce very good effects 
in a fair percentage of cases of true spasmodic dysmenor- 
rhoea. The menorrhagias must be carefully classified 
before any attempt was made to evaluate the effects of 
endocrine treatment in these conditions. In selected cases 
a responsive group might be found. In a certain number 
of cases of sterility due to ineffective decidua, progesterone, 
given perhaps in the last week of the cycle, might be 
successful in assisting the implantation of the fertilized 
ovum. He believed that progesterone also had a place in 
the treatment of habitual and threatened abortion. 
Various reports of treatment of the toxaemias of preg- 
nancy had been published, but it was too early for con- 
clusions on that subject. With regard to the menopause, 
his experience was that the administration of small doses 
of oestrin by mouth was extremely successful, provided 
the symptoms were not psychological in character. The 
results of treatment of secondary effects of the menopause 
were rather disappointing. Between such secondary effects 
of the menopause as psychosis, migraine, and so on, and 
ovarian deficiency, the relations were not sufficiently well 
marked to justify any optimistic expectations. 


Limitations of Treatment 


Mr. W. R. WINTERTON said that hormones were of 
the greatest value in conditions which were temporary 
rather than in those which were permanent. The factors 
which gave rise to secondary amenorrhoea were numerous 
and not necessarily of endocrine origin. Dysmenorrhoea 
might also be classified as primary and secondary, the 
secondary being a symptom of some other disease, and 
therefore not within the present discussion. Primary 
dysmenorrhoea was an ill-defined condition, and he had 
been told that one-third of the sufferers could be cured 
by any form of treatment—medicine, exercises, psycho- 
therapy. Menorrhagia theoretically offered great scope 
for endocrine therapy, but the value of the treatment 
depended a good deal on the age of the patient. The 
treatment of sterility had been most unsatisfactory. 
Altogether endocrine therapy in gynaecological conditions 
must be said at present to have only a limited value. 
The wholesale use of hormones in unsuitable cases, 
necessitating as it did considerable expense for the patient, 
savoured of quackery. But in the symptoms resulting 
from the climacteric other treatments had been replaced 
by hormone treatment, and this was also true of threatened 
and habitual abortion and inhibition of lactation. 

Dr. S. Levy-SimMpson said that there was evidently 
a very wide gap between the researches of the experimental 
endocrinologist and the “murky meanderings” of the 
gynaecologist and the gynaecologically minded endocrino- 
logist. Endocrine therapy in gynaecology was rather an 
art than a science, and there was little doubt that one 
hundred years hence it would be regarded in much the 
same way as the magic potions of the Middle Ages. It 
must be extremely depressing to find that with all these 
advances in biological assay of the hormone content of 
urine and serum the matter was in such a hotchpotch 
of indecision that the clinician had once again to rely 
upon his hands and eyes and his sound clinical knowledge 
to guide him as to what endocrine product was the most 
likely to do least harm. The endocrine product which he 
had found of some use was testosterone propionate ; it 
had cleared up a condition of dysmenorrhoea and menor- 
rhagia in a young girl. Dr. A. P. Cawaptas said that 
an endeavour should be made to find the disease causing 
amenorrhoea or menorrhagia and to.treat it by the various 
constitutional methods, among which endocrine therapy 
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must be included. Mr. V. B. GREEN-ARMYTAGE Said that 
the treatment of secondary amenorrhoea by hormones was 
disappointing, but apparently many patients with this 
condition could be treated successfully by a fraction of 
an erythema dose of x rays. 


Dr. BisHop, in reply to this last point, said that low 
doses of x rays—which he believed to be very difficult 
to calculate—apparently stimulated the ovary. With 
regard to testosterone, he uttered a word of warning as 
to its possible effects in producing masculine characters 
in the female. 





ASPECTS OF NEURITIS 


At a meeting of the Manchester Medical Society on 
November 2, Dr. FERGUS R. FERGUSON opened a discus- 
sion on neuritis. 

Dr. Ferguson, dealing particularly with multiple neuritis, 
said that it was quite impracticable to attempt a classifica- 
tion on any other than an aetiological basis, for, although 
the clinical and pathological pictures might be broadly 
similar, one found in detail that the clinical and patho- 
logical differences were not sufficiently marked to differ- 
entiate the various types of multiple neuritis. The most 
useful division was into exogenous and endogenous groups. 
In the former were the metallic and non-metallic causes. 
Almost all the metals except iron had given rise to poly- 
neuritis, but he mentioned in particular lead, arsenic, 
mercury, and gold. With regard to the lead affection, it 
did not seem to be generally known that the lesion was 
in all probability not a true neuritis but a myopathy affect- 
ing the muscles which were principally used. Polyneuritis 
from arsenic and mercury was now relatively infrequent, 
but gold was a commoner cause of neuritis in view of its 
extended therapeutic use. Dr. Ferguson then referred to 
the many difficult and disputed problems connected with 
alcoholic neuritis—its mode of production whether due to 
alcohol, metabolic disturbance, or infection, and its rela- 
tion to chronic gastritis, cirrhosis of the liver, and cardiac 
affections found in association with chronic alcoholism. 

In the non-metallic exogenous subgroup there were the 
very interesting outbreaks of apiol and Jamaica ginger 
paralysis. The former was still important in that the 
product was on open sale and might be a possible cause 
of obscure cases of polyneuritis. Neuritis was a very 
common complication of diabetes, but it was rarely very 
extensive. It was not known whether the lesion princi- 
pally affected the peripheral nerves or the cord. Diabetic 
polyneuritis was apparently never found in young people, 
and it seemed clear that there were numerous cases 
showing that the affection was one involving the cord 
rather than the peripheral nerves. Again, was the neuritis 
due to the hyperglycaemia, arteriosclerosis, sepsis, or 
diminished resistance? The differential diagnosis between 
polyneuritis due to diphtheria and that due to serum 
administration was important. In diphtheria the neuritis 
did not appear until about two months after the initial 
symptoms, whereas the serum polyneuritis showed itself 
very much earlier—within a few days of the serum 
sickness. 


Acute Toxic Polyneuritis 


Acute toxic polyneuritis was now the commonest cause 
of generalized polyneuritis. The clinical picture varied 
considerably as regards the severity of the initial symptoms, 
the relative affection of the motor and sensory pathways, 
the degree and distribution of the flaccid paralysis, the 
abnormalities in the cerebrospinal fluid, the course of the 
disease, and the prognosis. It was not widely known that 
cranial nerve paralyses were common findings in_ this 
condition. He referred to a patient with polyneuritis 
who presented herself with a Bell’s palsy; a week later 
facial paralysis appeared on the opposite side. Careful 
investigation of the history revealed that paraesthesia had 
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been noted in the hands before the facial palsy developed, 
and later the patient had a generalized weakness in the 
jimbs. 

Dr. Ferguson said that no discussion on neuritis at the 
present time would be complete without reference to 
vitamin B, therapy. Despite the enthusiasm with which 
this form of treatment was introduced and the excellent 
results recorded in the early days, further experience was 
undoubtedly disappointing. It seemed almost certain that 
the only patients who would be benefited were those 
showing a diminished vitamin B, content in the blood, 
such as was found in beriberi and in the nutritional, 
gestational, and alcoholic groups. There appeared to be 
no definite improvement in acute toxic polyneuritis, dia- 
betic neuritis, and subacute combined degeneration of 
the cord. 

Generalized polyneuritis was undoubtedly common at 
present, and although it was customary in the absence of 
any definite aetiological cause to make a diagnosis of acute 
toxic polyneuritis, yet one had to remember that the 
clinical picture of this condition varied considerably and 
that there was as yet no positive diagnostic test. 


Orthopaedic Point of View 


Mr. Harry Piatt referred to the large number of affec- 
tions of the spine and extremities which were unreason- 
ably termed “neuritis.” These included lesions of fibro- 
muscular structures in relation to the larger joints, true 
joint lesions, and a variety of lesions of bone. There were 
two regions of particular interest to the orthopaedic 
surgeon—the shculder and the lower spine and _ pelvis. 
In the shoulder region true brachial neuritis could be 
distinguished by definite signs of disturbance of conduc- 
tion in the nerve trunks. A somewhat similar clinical 
picture was presented by toxic or infective periarthritis of 
the shoulder-joint, a condition not uncommonly seen in 
middle-aged females. Following an attack lasting three 
to six weeks, characterized by pain in the neck, shoulder, 
and arm, the shoulder-joint was found to be stiff. The 
limitation of movement was due to the formation of fibro- 
sitic adhesions ot the capsule and periarticular muscles. 
This was a condition most amenable to cautious manipula- 
tion under anaesthesia. 

The “ pseudo-neuritis picture” in the lower spine and 
pelvis was characterized by backache with unilateral 
sciatica. A special manifestation often seen in the acute 
Stage was sciatic scoliosis. The problem of diagnosis in 
cases of sciatica was often most difficult and was of 
primary importance. Symptomatic treatment should never 
be prescribed except as a temporary emergency measure 
until an accurate diagnosis could be made. It was essential 
to approach the problem in a systematic fashion. The first 
Step was to eliminate the possibility of pelvic visceral 
lesions ; the next step to eliminate bony lesions of the 
spine and pelvis. This left three main groups of sciatica 
for consideration: (1) fibromuscular lesions (fibromyositis) 
of the lumbar region, buttocks, and hamstrings : (2) joint 
lesions affecting the lumbar spine, sacro-iliac, or hip-joint : 
and (3) intraspinal lesions, more especially tumours of 
the cauda equina and the recently discovered condition of 
protrusion of an intervertebral disk. The main features 
of these groups were discussed, and a brief reference made 
to the appropriate treatment of each type. 


Physiotherapy of Neuritis 


Dr. JOHN Cowan said that there was a great deal of 
uncertainty among medical men as to the most suitable 
form of physiotherapy to be applied in neuritis. Many 
unsuccessful results were due to a lack of proper under- 
Standing of the various measures, so that the choice of 
treatment and dosage was left to a masseuse. Often the 
Masseuse applied treatment ineffectively owing to the 
absence of detailed instructions from the practitioner. 
In prescribing physiotherapy it was essential to have a 
good knowledge of the physiological and physical effects 
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of the various agencies. The conditions usually requiring 
treatment were pain, tenderness, loss of function, and loss 
of sensation. Pain was often referred to some distant 
area, and it was obvious that treatment in these cases 
would be ineffective if directed to where the pain was felt 
rather than to the site of the trouble. It was in these 
cases that masseuses so often treated the wrong area. 

The site of a localized inflammation of the nerve could 
be discovered by applying labile faradism along the 
course of the nerve. On passing the electrode over the 
affected area the patient complained of acute pain. The 
chief therapeutic agent in the treatment of pain was heat. 
One had first to decide whether superficial or deep heat 
was required. Heat had an analgesic effect on structures 
in which it was absorbed. For superficial heating infra- 
red rays of the external band were the most suitable, as 
they were entirely absorbed by the skin and superficial 
fascia; they gave a marked skin reaction, and had also 
an analgesic effect. Ultra-violet rays caused a _ super- 
ficial reaction which lasted for a considerable time. For 
heating to the depth of a few centimetres infra-red rays 
of the internal band and numerous heat rays — were 
most effective, as they were not absorbed until they had 
penetrated to that depth. 

When deep heating was desired long-wave diathermy 
or ultra-short-wave diathermy was indicated. The choice 
between the two depended on the ohmic resistance of the 
tissues through which the current had to pass. Long 
waves tended to pass by ohmic resistance, and ultra-short 
waves passed by displacement or eddy currents. Conse- 
quently the former heated best tissues of low resistance, 
and the latter heated those which were screened by highly 
resistant tissue, such as fat. Another treatment applied 
for pain was anodal stabile galvanism, which was effective 
owing to the area of anelectrotonus or decreased sensitivity 
around the anode. Chlorine, iodine, or histamine ioniza- 
tion would sometimes relieve pain because of its marked 
vasodilator effect, which acted as a form of counter- 
irritation. 

Only the lightest massage (effleurage), and not pétrissage 
or tapotement, should be applied in the acute stages of 
neuritis, as the latter were too stimulating. A _ surface 
effect was desired for its sedative action on the sensory 
nerve endings.. A valuable but little-known treatment for 
tenderness was by a fine high-frequency effleuve. This 
required an experienced operator, as a coarse effleuve 
was stimulating and would make the patient worse. 

Loss of function was associated with disuse atrophy of 
muscles and joints. The wasting of muscles could be 
avoided, except in the severest cases, by applying surged 
galvanic currents or, better still, slow sinusoidal currents 
with a periodicity of about 2; these should be applied 
throughout the illness. As a rule surged faradism could 
not be tolerated. Because the patient adopted the position 
of ease tor long periods, severe stiffness and contractures 
were likely to develop; they could often be prevented by 
massage—pétrissage and movements—especially if dia- 
thermy was applied first. Free active movements should 
be encouraged. Loss of sensation required stimulation 
of the sensory nerve endings. This could be done by 
applying high-voltage induction shocks by means of a 
wire-brush electrode : another method was to give a coarse 
high-frequency effleuve. 





ENERGY AND MUSCULAR WORK 


The twenty-third Guthrie Lecture of the Physical Society 
was delivered by Professor A. V. Hitt, Sc.D., F.R.S.. on 
November 11, at the Imperial College of Science and 
Technology. His subject was the transformations of 
energy and the mechanical work of muscles. 

He said that the heat given out by muscles in relation 
to the work done by them was one of the classical studies 
of physiology. Till recently, however, the matter appeared 
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much more complicated than it really was owing to tech- 
nical difficulties. These have been overcome by the use 
of a very rapid recording system and an_ insulated 
thermopile only 0.002 in. thick. Some very simple rela- 
tionships had now emerged. An active muscle liberated 
energy in three forms: in maintaining a contraction, as 
heat; in shortening, as heat; in shortening against load, 
as work; its behaviour in any circumstances is deduced 
from the resultant of ‘these three. Rate of total energy 
liberation of a muscle was determined by the load upon 
it, increasing as the load decreased. This allowed a 
simple equation to be deduced for the relation between 
speed and load. The constants of the equation were the 
same whether they were obtained by thermal or by 
mechanical measurements. This was strong confirmation 
of the results and of the conclusions based on them. Pro- 
fessor Hill showed how the time taken by a muscle in 
developing its external force could be deduced from these 
considerations and depended largely upon the amount of 
elastic material (tendons, etc.) in series with the con- 
tractile elements. The fact that a muscle did less external 
work when shortening at a higher speed had led to the 
hypothesis that muscle was endowed with “ viscosity.” 
This viscosity had been attributed to a lag in the re- 
arrangement of its molecules, as the external form of the 
contractile elements changed. It was now shown. that 
this viscosity hypothesis was altogether unnecessary and 
that the decrease of force and work with increased speed 
could be deduced from the manner in which the energy 
liberation was regulated. 

Some applications were described by the lecturer. The 
maximum power developed by a muscle was with a load 
about three-tenths of the maximum load it could bear. 
The highest efficiency (work/total energy) was with a load 
of about 0.45 of the maximum. These were near enough 
for maximum power and maximum efficiency to occur 
very nearly at about 37 per cent. of the maximum load. 
These results obtained with frog’s muscle almost certainly 
applied, though possibly with different constants, to man, 
and it would be very important to find out and to deter- 
mine the constants of human muscle. The technique 
required would be a very different one. 





LABORATORY DIAGNOSIS OF GLANDULAR 
FEVER 


At a meeting of the Section of Pathology of the Royal 
Academy of Medicine in Ireland, held on October 28, 
with the president, Dr. R. A. Q. O’MEara, in the chair, 
Dr. D. M. MITCHELL gave a demonstration of the Paul- 
Bunnell agglutination reaction. 


Dr. Mitchell said that infectious mononucleosis, or 
glandular fever, was a clinical syndrome characterized by 
fever, glandular and splenic enlargement, a benign course, 
and the presence in the blood of abnormal mononuclear 
cells in large numbers and, in the serum, heterophil anti- 
bodies to a high titre. Pfeiffer in 1889 was the first to 
describe a condition in children which he called Driisen- 
fieber, and which had a short febrile course accompanied 
by enlargement of the cervical lymph glands. It com- 
monly occurred in house epidemics. During the next 
twenty years cases of glandular fever were often reported 
in the German and American literature, but in no paper 
was there any mention of the blood picture. Many 
authors, on the other hand, had described cases with a 
marked leucocytosis (as many as 90 per cent. of the cells 
being mononuclears, usually described as “ lymphocytes ”) 
and accompanying illness, usually a fever of short dura- 
tion, with enlargement of one or more groups of super- 
ficial lymph nodes. Several of these cases were reported 
as “acute leukaemia with recovery.” 

In 1920 Sprunt and Evans, at the Johns Hopkins Hos- 
pital, published an account of six such cases under the 
title of “infectious mononucleosis.” In the following 
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year Tidy and Morley, in England, reported three more, 
and expressed the view that the infectious mononucleosis 
of Sprunt and Evans and the glandular fever of Pfeiffer 
and the early workers were the same disease. Even at the 
present time it seemed that in Europe the disease—if it 
was one and the same condition—occurred among young 
children in small epidemics and was generally known as 
glandular fever, whereas in the United States it most 
commonly appeared sporadically in young adults, and, 
appropriately enough, since the chief interest centred in 
the blood changes, was called infectious mononucleosis. 


Paul-Bunnell Reaction 


In 1932 Paul and Bunnell (Amer. J. med. Sci., 183, 90) 
reported from Yale the accidental observation that the 
inactivated serum of a patient suffering from infectious 
mononucleosis had the property of agglutinating sheep 
red corpuscles to a titre as high as 1:1024. They con- 
firmed this finding in three other cases, the lowest titre 
obtained being 1:128. The only clinical condition in 
which such agglutination had previously been observed 
was in serum sickness after the injection of horse serum. 
The technique of Paul and Bunnell had been somewhat 
modified by Stuart to avoid certain difficulties in inter- 
pretation and to enable a standard method to be used 
by all workers: 

1. The serum was inactivated in the usual way by heating 
to 55° C. for fifteen minutes. 

2. Dilutions of serum in amounts of 0.5 c.cm. were put up 
in Wassermann tubes. 

3. To each tube 0.5 c.cm. of a 1 per cent. suspension of 
washed sheep cells was added. 

4. The tubes were then heated for four hours in a water- 
bath at 37°C. If necessary they might be left overnight in 
the ice-box and incubated the next day. 


5. The tubes were inverted three times before reading and. 


three degrees of agglutination were recognized: 


+++: cells agglutinated in a solid mat. 
++: cells agglutinated in large aggregates. 
+: agglutination just visible, naked-eye. 


6. Using this procedure a titre of 1:80 was considered sug- 
gestive, while one of 1:320 was diagnostic—with reasonable 
clinical and haematological supporting evidence. 


The origin or nature of the antibodies remained obscure. 
Paul and Bunnell were of the opinion that they were of 
the same kind as those produced in serum sickness—that 
is, heterophil or Forsmann agglutinins, or, if the serum 
was not .inactivated, haemolysins. This curious phe- 
nomenon of heterophil antigen-antibody reaction was first 
studied in detail by Forsmann in 1911. He observed that 
on injecting rabbits with an emulsion of guinea-pig organs 
there appeared in the rabbits’ serum, as well as_ the 
ordinary specific antibodies, a completely distinct variety 
which had the property of agglutinating or haemolysing 
sheep cells. He found that the animal kingdom could be 
divided into two groups: those animals whose tissues con- 
tained the heterophil antigen, and those in which it 
occurred in the red cells only and not in any other tissue. 
In the first, or guinea-pig, group were found very many 
animals—including the horse. In the second, or rabbit, 
group were included man, the sheep and ox, and most 
pathogenic bacteria. Davidson later showed that persons 
who had received injections of horse serum developed the 
antibodies in their serum, while those who had been in- 
jected with bovine serum did not; and, further, that in 
those who subsequently suffered from serum sickness the 
titre of antibodies in the serum was much higher. 


Paul and Bunnell’s view of the heterophil nature of the 
antibodies developing in infectious mononucleosis was sup- 
ported by the work of Stuart. He showed that the 
agglutinins were quickly completely absorbed by raw 
sheep cells, more slowly but still completely by guinea-pig 
kidney (which contained the Forsmann antigen), and not 
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at all by rabbit cells. Furthermore, one patient who had 
a high sheep-cell agglutination titre reacted strongly to 
an intradermal injection of horse serum which contained 
the antigen—an observation which appeared to have a 
practical bearing on the treatment of infectious mono- 
nucleosis, suggesting that the injection of horse serum in 
these patients for any reason should be avoided. Other 
experiments which Stuart undertook preduced results more 
difficult of interpretation. For example, serum containing 
heterophil antibody was toxic for the guinea-pig, and yet 
guinea-pigs into which Stuart injected serum from patients 
with a high sheep-cell titre developed only mild anaphy- 
lactic symptoms. One other observation was of interest. 
Landsteiner and others had shown that human red cells 
of groups A and AB contained the heterophil antigen. 
In Stuart’s group of nine cases of infectious mononucleosis 
five belonged to group A, and one of these patients had a 
sheep-cell titre of 1:5120 for both agglutinins and haemo- 
lvsins. Here, it would seem, were five individuals with the 
antigen in their red cells and the antibodies to high titre 
in their serum—a fact for which no obvious explanation 
was available. 
General Discussion 


Dr. R. A. Q. O'Meara, the president, asked Dr. Mitchell if 
there was a possibility that these cells themselves—whether 
menocytes or lymphocytes—contained the heterophil antigen, 
and, their presence being abnormal, the other cells in the 
blood reacted by producing an antibody. 

Professor J. W. BiGGeR said that according to Dr. Mitchell 
most bacteria were supposed not to contain the antigen, but 
the antigen might occur in diphtheria bacilli. Some years 
ago he had immunized rabbits with diphtheria bacilli. He 
had examined the serum for sheep-cell haemolysins, which 
were found present to a high titre. The presence of the high 
haemolytic titre in the rabbits was probably due to their 
previous inoculation with diphtheria bacilli. This suggested 
that the diphtheria bacillus did contain this antigen. The 
question was, Had the serum of a person suffering from diph- 
theria the property of agglutinating these cells? It would be 
interesting to obtain some sera from diphtheria patients and 
test it with sheep cells, and also with concentrated horse- 
prepared anti-diphtheria serum, and see if it did or did not 
contain this antibody. 


At the same meeting Dr. OMEaARA read a short com- 
munication on the optimal constitution of media for 
growth of the pathogenic mircro-organisms. An interest- 
ing discussion followed in which Professors J. W. BIGGER 
and W. D. O’KeLLy, with Drs. J. C. FLoop, E. Harvey, 
and J. McGRaTH, took part. 





At a meeting of the Association of Industrial Medical 
Officers held in the London School of Hygiene on October 
28. Dr. L. P. Lockhart was elected chairman and Dr. D. 
Stewart honorary secretary for the session 1938-9. A discus- 
sion took place on “The Feet of the Industrial Worker,” 
Opened by Professor E. P. Cathcart, F.R.S., chairman of the 
Industrial Health Research Board. He was followed by Mr. 
C. Lambrinudi, who showed a film on the action of the 
muscles of the foot: Mr. W. Sayvle Creer. who discussed the 
clinical aspects of the problem; Dr. W. Blood. who told of 
the foot clinic run by Messrs. J. Lyons and Co. at Cadby 
Hall: and Mr. H. Bradley, director of the Boot and Shoe 
Trades Research Association, who described recent research 
work carried out by his association on the provision of suit- 
able footwear for industrial workers. 


The Pasteur Institute of Algeria, under the direction of 
Dr. Edmond Sergent, has been authorized by Government 
decree to put on sale an anti-scorpion serum obtained from 
horses immunized by repeated injections of the venom of the 
brown African scorpion. 


LABORATORY DIAGNOSIS OF GLANDULAR FEVER 


THE BRITISH 
MFSICAL JOURNAL 


1107 








Local News 





ENGLAND AND WALES 


Royal Eye Hospital, London 


At a meeting ot the Clinical Society of the Royai Eye 
Hospital, St. George’s Circus, S.E., on November 2, Mr. 
L. Vernon Cargill, chairman of the hospital, announced 
that the pathological laboratory and research department 
had been reconstituted. A new and highly efficient animal 
house had been made, and an investigation was being 
pursued into the retinal changes in rabbits. A technique 
had been developed in the laboratory for mounting 
macroscopic specimens without loss of colour; these 
specimens had been re-labelled and more appropriately 
catalogued according to the lesions demonstrated. Candi- 
dates for examinations could now review the whole field 
of ophthalmic pathology in a very short time. Attention 
was drawn to the excellent collections of melanomata of 
the choroid and intra-ocular foreign bodies, and the remark- 
able series of cases of expulsive haemorrhage. In the out- 
patient department there was a comprehensive collection 
of slides of ali the commoner ophthalmic conditions ; 
members of the hospital could now correlate very easily 
in their minds the ophthalmoscopic and microscopical 
appearances of the cases they met in the practice of 
the institution, and reference books were available in 
that department. Mr. R. H. Rushton demonstrated his 
new method for the clinical measurement of the axial length 
of the eye without surgical intervention. The principle 
of the method was that the retina when adapted to dark- 
ness Was sensitive to x. rays. A beam of x rays was moved 
forward until it impinged on the posterior pole of the eye 
when it was recognized entoptically by the patient; at 
the same time the position of the cornea was registered, 
and by a simple measurement the axial length was then 
determined. Important applications of this method in 
practical ophthalmology were the correlation of the axial 
length with the refraction in myopia. Mr. E. J. Somerset 
read a paper on the significance of errors of refraction 
in chronic blepharitis in children. His conclusions were 
based on the careful refraction under atropine of 300 
cases. He had tound that there was a similar incidence 
of refractive errors to that in normal samples of the 
population, and that there was no increase of spherical 
or astigmatic errors in blepharitis. Cases of monocular 
blepharitis did not show any greater incidence of blepharitis 
in the eye with the greater error of refraction, and causes 
other than errors of refraction must be sought for these 
cases. After the meeting members of the Clinical Scciety 
inspected the new animal house and its contents. 


St. Ebba’s Hospital, Epsom 


The final extensions to the St. Ebba’s Hospital for 
Nervous and Mental Disorders, Epsom, were formally 
opened by the Minister of Health, Dr. Walter Elliot, on 
November 16. St. Ebba’s Hospital was first opened in 
1903 as a colony for the care and industrial employment 
of epileptics, with accommedation for 326 patients. In 
1909 the accommodation was increased to provide for 429 
patients. From 1918 to 1927 the institution was used 
first as a hospital for soldiers and later for the treatment 
of neurasthenic ex-Service men. In 1927 it became once 
more an L.C.C. hospital for the accommodation of mental 
patients, and it was known as Ewell Mental Hospital ; 
it was renamed St. Ebba’s Hospital in 1937. When the 
Mental Treatment Act was passed in 1930 permitting for 
the first time the reception of voluntary patients in public 
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mental hospitals, plans were prepared for the enlarge- 
ment of St. Ebba’s. The extensions were carried out in 
two sections. The first, comprising an admission hospital 
villa, a hospital block for the physically sick, and a con- 
valescent villa for male patients, as well as necessary 
enlargements of kitchen, laundry, and nurses’ home, was 
finished in 1936 and has since been in use. The second 
section, now completed, comprises five more villas. The 
two extensions provide’ additional accommodation for 504 
patients, bringing the total accommodation of the hospital 
to 933 beds—447 for men and 486 for women. In the 
administration of St. Ebba’s Hospital as much personal 
freedom as possible is allowed the patients. Modern 
methods of treatment, psychological and physical, are 
followed, and the hospital is equipped with a clinical 
laboratory. At the opening ceremony Dr. Elliot said that 
they were that day celebrating the clearing away of a 
bad, an evil, tradition in the treatment of the mentally 
afflicted, in which the London County Council had made 
great advance. He spoke of the need for the feeling 
among doctors, staff, and the patients of the possibility 
of recovery of the patients. He welcomed the method 
adopted at that hospital of mixing the uncertified with 
the certified, and of treating the inmates as patients and 
not prisoners. 


The Bart’s Dinner 


The dinner of the Old Students of the Medical College 
of St. Bartholomew’s Hospital was held at the College 
Hall in Charterhouse Square on November 21, when Mr. 
Harold Wilson was in the chair. Owing to the death 
of the Queen of Norway, the Duke of Gloucester, who 
is President of the Hospital, was not able to attend. In 
proposing the “ Welfare and Prosperity of the Medical 
College,” Mr. Wilson gave a special word of welcome to 
the treasurer, Mr. George Aylwen. Bart's, he said, had 
fallen behind other hospitals in that it possessed no paying 
patients’ block, and was therefore severely handicapped. 
Important events of the last year included the opening 
of the new athletic grounds at Chislehurst and the build- 
ing of an attractive new pavilion. Sir Edward Meyerstein 
had most generously given the hospital an adjoining piece 
of ground. Referring to the achievements of old Bart's 
men during the past year, Mr. Wilson mentioned the 
knighthood conferred on Sir Girling Ball and the in- 
valuable work he had done for the hospital and college. 
During the crisis the hospital had mobilized its forces 
and had ready operation Services, a blood transfusion 
team, decontamination squads, etc. They realized that, 
whatever the circumstances, the hospital and school would 
somehow have to continue, and if war were to arise 
in the future the school would have to move out to some 
quieter and safer place, as the hospital would be a front- 
line dressing station. All these difficulties must be thought 
out and solved now. In submitting the civic toast, Mr. 
George Aylwen welcomed in the Lord Mayor of London, 
Sir Frank Bowater, a friend and governor of the hespital. 
The Lord Mayor, he said, had granted him the use of 
the Mansion House for a big appeal he intended to make 
on January 30. If his appeal was successful he was 
determined that one of his first efforts would be to build 
the paying patients’ block. In a brief speech Sir Frank 
Bowater said that he always had the interests of Bart's 
at heart, a hospital whose doors had been open for over 
800 years. In proposing “ The Guests,” Sir Girling Ball 
said this was the fifth year since Lord Horder had sat 
in the chair and launched an appeal to buy the buildings 
in Charterhouse Square. Of the £200,000 required, 
£184,000 had been received. Sir Girling said that one of 
his objects was to get the London hospitals to work 
together in their common interests, and to this end a 
Dean’s committee had been instituted. Sir Robert 
Pickard, F.R.S., Vice-Chancellor of the University of 
London, replied for the guests, and Sir Charles Gordon- 
Watson proposed the health of the chairman. 
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SCOTLAND 
The Health of Glasgow 


Birth and death rates for the City of Glasgow have 
shown little change for some years, the birth rate in 
1937 being 19.8 per 1,000 persons and the death rate 
14.6 per 1,000. These figures are taken from the report 
for 1937 of Dr. A. S. M. Macgregor, medical officer of 
health for the city. An epidemic of influenza in the early 
months of 1937, states the report, caused 496 deaths, the 
highest figure for influenza since 1926. Whooping-cough 
was responsible for 285 deaths and diphtheria for 116 
deaths. The death rate from pulmonary tuberculosis was 
8.5 per 1,000 of the population, the lowest figure in any 
year with the exception of 1934; the general phthisis 
death rate has, however, varied little during the past ten 
years. The infant mortality rate was 104 per 1,000 births, 
being lower than the rate of 109 for the previous year, but 
the same as the average rate for the past ten years. The 
maternal mortality rate reached its lowest figure with 4.9 
per 1,000 births, as against 5.9 for 1936; this fall was due 
especially to a smaller death rate from puerperal infec- 
tions. General hospital accommodation is being gradu- 
ally reorganized in Glasgow, and in five municipal hos- 
pitals the total accommodation is 4,165 beds, while the 
number of patients admitted to these hospitals has in- 
creased since 1931 by 33 per cent. The outdoor medical 
service for the sick poor has developed further as a whole- 
time service, most of the work being conducted by 
twenty-nine whole-time medical officers and eight part- 
time officers, with twenty nurses. The number of visits 
paid has increased from 23,230 in 1931 to 72,858 in 1937, 
while the number of consultations has risen in the same 
period from 113,217 to 302,560. The clinic system, 
wherever possible, is being amalgamated with other 
statutory services. There has been an increase in_ the 
number of patients admitted to the menial observation 
wards of the general hospitals, and the total number of 
patients under care in municipal mental hospitals during 
the year was 3,550. As regards mental deficiency, a 
gradual transfer of patients has been effected from the 
various general hospitals and other institutions to Lennox 
Castle institution, in which at the end of the year there 
were 988 defectives in residence. 


Health Education 


Dr. James M. Mackintosh, chief medical officer of the 
Department of Health for Scotland, addressing the Royal 
Philosophical Society of Glasgow on November 9 on the 
subject of health and the general practitioner, said the 
most intelligent and the most economical method of pro- 
moting positive health and of getting away from. the 
notion that health was just the absence of disease was to 
regard all education as directed towards health. The 
family doctor had an immense contribution to make to 
individual and family health, but as we no longer ex- 
pected the family doctor to undertake major surgery or 
bacteriology we should not expect him to undertake pre- 
ventive medicine. When it was said that the doctor should 
be health adviser to the family, something quite different 
from preventive medicine in the accepted sense was meant. 
The family doctor should be trained to guide his patients 
towards healthy living, and it must be remembered that 
sickness of the mind rather than of the body was the 
greatest enemy of health in the family. 








The French Minister of National Education has conferred 
the title of honorary professor on three distinguished memberss 
of the Paris medical faculty: Dr. Roussy, rector of the Univer- 
sity of Paris; Dr. Brindeau, the obstetrician ; and Dr. Sergent, 
the authority on pulmonary tuberculosis, 
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Correspondence 





The Phosphatase Test and Pasteurization 


Sik,—The description, in a leading article of your issue 
of November 19, of the calf-feeding experiments carried 
out at the National Institute for Research in Dairying at 
Reading and the Rowett Research Institute at Aberdeen 
calls for two comments. 

First, what is the interpretation of the phosphatase test? 
In the original report it is stated that pasteurization at 
Aberdeen was effective because no trace of phosphatase 
was ever found in the milk. Yet a few pages later the 
report contains a table showing that 7 per cent. of forty- 
four samples of pasteurized milk were found by guinea- 
pig inoculation to contain tubercle bacilli. The authors 
plainly believe that a negative phosphatase test shows that 
the milk is safe. This is untrue. When it is remembered 
that this test cannot detect smaller quantities than 0.2 per 
cent. of raw milk in the pasteurized product, that tubercle 
bacilli may number tens or even hundreds in a cubic 
centimetre, that the deposit from 50 c.cm. of centri- 
fuged milk can be inoculated into a guinea-pig, and that 
ten living bacilli constitute an almost certainly infecting 
dose tor this animal, it needs little calculation to realize 
that, unless the milk is only slightly infected, the guinea- 
pig inoculation test is more delicate than the phosphatase 
test. Like most other laboratory tests the phosphatase 
test is of far greater value when the result is positive 
than when it is negative. A positive result shows definitely 
that there is something wrong with the processing of the 
milk ; a negative test does not exclude the presence of 
tubercle bacilli in the pasteurized product. It would be a 
pity it a test that is proving of such value in the control 
of pasteurization should fall into disrepute through failure 
to realize its limitations. 

Secondly, why did the pasteurized milk used at the 
Rowett Institute contain tubercle bacilli at all? The 
observations of Pullinger (1934) in London on sixty-three 
samples of pasteurized milk, of the Public Health Authori- 
ties in 1936 in Manchester on 206 samples, and of 
Humphriss, Peden, and Wright (1937) in Liverpool on 440 
samples failed to reveal tubercle bacilli in a single sample 
of pasteurized milk, even though the raw milk was ftre- 
quently infected. It is abundantly clear that milk which 
is properly pasteurized is free from tubercle bacilli, and 
that so-called pasteurized milk containing tubercle bacilli 
has been unsatisfactorily treated, either on account of 
faulty design of the plant or through its imperfect opera- 
tion. The fact that in the experiments at the Rowett 
Institute the pasteurized milk was found to contain 
tubercle bacilli will undoubtedly be used as an argument 
against pasteurization, whereas it is merely against the 
inadequate performance of pasteurization.—I am, etc., 
G. S. WILSON. 


London School of Hygiene and 
Tropical Medicine, Nov. 22. 
REFERENCES 
Kumphriss, E., Peden, D., and Wright, H. D. (1937). Lancet, 2, 151. 
Pullinger, E. J. (1934). Ibid., 1, 967. 


Pasteurization of Milk 


Sir,—When reading a paper on the essentials of nutri- 
tion in infants and toddlers at the Congress of the Royal 
Institute of Public Health and Hygiene last June, I stated 
that in my opinion all milk given as food should always be 
pasteurized, even if it were tuberculin-tested milk. In 
the ensuing discussion all the speakers agreed with this 
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statement with the exception of two medical officers of 
health from the North of England, who said that they had 
known milk that was labelled “ pasteurized” to contain 
living tubercle bacilli. I replied that experience had shown 
that where milk had been “efficiently pasteurized” no 
tubercle bacilli were found, and quoted research demon- 
Strating the fact. Milk being almost universally employed 
as a valuable food, I asked the chief bacteriologists of the 
two largest London dairies for the benefit of their experi- 
ence on the above points, and append their replies. 


Mr. E. B. Anderson, chief chemist to the United Dairies, 
said that the experiments by Professor F. C. Minett in 1933 
on samples of their milk taken in ordinary routine revealed 
that of eleven samples of raw Grade A tuberculin-tested miik 
ten showed no tubercle bacilli, while in one sample tubercle 
bacilli were present. Of six samples of the same milk 
pasteurized none contained any tubercle bacilli. Then dealing 
with the “ rail-tank * milk he found that each of forty-three 
samples of the raw milk contained tubercle bacilli, but forty- 
three samples of the same milk pasteurized were all tree 
from tubercle bacilli. Such evidence surely speaks for itself. 

Mr. Leslie Barton, principal bacteriologist to the Express 
Dairy Company, quoted somewhat similar evidence, and 
Stated: “Since it has been positively established that tubercle 
bacilli cannot survive in milk properly pasteurized in accord- 
ance with the conditions laid down in the Milk (Special 
Designations) Orders, the conclusion can only be drawn that 
in the cases referred to the milk was improperly pasteurized.” 
Both bacteriologists attach great importance to the phosphatase 
test. 


Surely, from the precise nature of the information avail- 
able, no open-minded man could doubt the reliability of 
efficiently pasteurized milk and the necessity for its 
universal use.—I am, etc., 

London, W.1, Nov. 14. BERNARD MYERs. 


Sulphonamide Chemotherapy in Surgical Infections 


Sir,—Dr. F. R. Neubert, in a somewhat vague letter 
in the Journal of November 19 (p. 1063), is kind enough 
to refer to my articles on sulphonamide chemotherapy 
in surgical infections which appeared in your issues of 
October 22 and October 29. I make no comment on his 
unique success in curing gonorrhoea in the female with 
proseptasine, beyond noting his own statement that he 
has “employed the sulphonamide group extensively, but 
unfortunately without elaborate laboratory control.” 
Those of us who have tried proseptasine in gonorrhoea 
with “elaborate laboratory control” have been less 
fortunate in our results. But I must point out that if 
Dr. Neubert had carefully read the articles to which 
he refers he would probably have refrained from stating 
that “ Mr. A. J. Cokkinis emphasizes the need for wait- 
ing for immunity to develop before therapy is begun in 
gonococcal infections, does not advocate such a delay in 
streptococcal infections of the hand, and ignores the 
fact in other infections.” 

It is quite true that in streptococcal infections of the 
hand with lymphatic spread, in which the real danger is 
a fulminating septicaemia, I do not advccate waiting fer 
immunity before chemotherapy is started. But this ts 
the only exception. In every other infection I make some 
reference to the importance of raising immunity before 
starting chemotherapy. Thus, in the section on gingivitis 
I state that “the patient is given injections of vaccine fer 
two or three weeks” before sulphonamide chemotherapy 
is started, and I repeat this in the section on streptococcal 
stomatitis and pharyngitis. My emphasis on waiting for 
immunity in gonococcal infections is conceded by Dr. 
Neubert. In the paragraphs on coliform urinary infections 
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I write that “it is now my practice to give an autogenous 
vaccine for one to four weeks before starting sulphonamide 
treatment’; while in the section on acute appendicitis 
I state that chemotherapy in the first forty-eight hours is 
unwise as it may interfere with the immunity response, 
but that in more advanced stages when the immunity 
response is awakened I have found sulphonamide com- 
pounds of real valué as an adjunct to operation. A 
similar observation is made in the section on acute general 
peritonitis, where I also write that “the deciding factor 
[of chemotherapy] again appears to be the immunity 
response of the patient.” Finally, I also advocate pre- 
liminary vaccine treatment in the chemotherapy of toxic 
arthritis, while the conclusion at the end of my article 
is nothing more than a statement which emphasizes the 
importance of immunity in chemotherapy. 

After taking all this trouble to sing the praises of 
immunity and immunotherapy it is rather strange to be 
accused of “ ignoring the fact.”—TI am, etc., 


London, W.1, Nov. 21. A. J. COKKINIS. 


Congenital Atresia of Oesophagus 


Sir,—I was very interested in the excellent account of 
congenital atresia of the oesophagus by Dr. J. W. D. 
Bull which was published in your issue of November 12 
(p. 983). Up to the present the sad story of these patients 
has always been the same, but I should be sorry to con- 
clude that the problem of their treatment remains a for- 
lorn hope. Although the author suggests that associated 
congenital lesions may often imperil life there were none 
likely to lead to a fatal issue in his case, and there are 
many on record in which such associated lesions have 
been absent. I can vividly remember when it was 
customary to regard patients suffering from ectopia 
vesicae in exactly the same way, and I have heard well- 
known authorities affirm that such children were better 
dead as there was no known means of relief. 

But in the last thirty years or so all this has been, 
changed, and as a result of developments in operations 
for the transplantation of the ureter many of these 
patients have been converted into useful and happy 
citizens. Even lesser deformities have sometimes been 
regarded as almost beyond hope of effective relief, and 
the same unhappy attitude has been adopted in the not 
very distant past in cases of cleft palate, imperforate 
anus, and urethral deformities. In all these conditions, 
as the result of the continued efforts of many workers, 
the outlook has become hopeful rather than forlorn, 
and in most cases great and effective help can be given 
by surgery. Admittedly the oesophagus problem is 
surrounded by great and especial difficulties, but it mast 
not be allowed to remain unsolved for lack of endeavour. 
—I am, etc., 

British Postgraduate Medical School, 

London, W.12, Nov. 21. 


G. Grey TURNER. 


Sir,—The short article on this subject by Dr. J. W. D. 
Bull in the Journal of November 12 (p. 983) is a curious 
example of incomplete research. He says “the condition 
has been so seldom mentioned in the English literature.” 
I know of no standard English textbook of children’s 
diseases which fails to mention the condition, and many— 
for example, John Thomson’s—give illustrations of it. 
Further, in 1917 Cautley in the British Journal of Children’s 
Diseases (1917, 14) reviewed the cases to that date ex- 
haustively, and the late Professor Shattock showed at the 
old Pathological Society in the early 1890's (I have not 
here got the exact reference) that the condition was found 
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also in animals, and gave a convincing explanation of its 
origin. Lastly, the condition is illustrated by many 
specimens in London pathological museums.—I am, etc., 
HuGH THURSFIELD, D.M., F.R.C.P., 
Consulting Physician to the Hospital 
for Sick Children, Great 
Ormond Street. 


Basingstoke, Nov. 16. 


Estimation of Blood Vitamin B, 


Sir.—We are very interested in Dr. H. M. Sinclair's 
criticism of our results on blood vitamin B, (Journal, 
November 19, p. 1060). 

In the first place we should make it clear that our paper 
was written primarily from the clinical point of view, 
and therefore in order to keep it to a reasonable length 
we omitted unessential details and reserved them for a 
further discussion elsewhere. Many of the difficulties 
associated with the test were considered by Meiklejchn 
(working in Professor Peters’s laboratory) when he first 
described its application to blood in 1937 (Biochem. J, 
31, 1441). The practical details and much of the evidence 
in favour of the test, which we have summarized, can be 
found in Meiklejohn’s paper, which in part deals with 
some of Dr. Sinclair's criticism, although, like Dr. Sinclair, 
we do not entirely agree with all Meiklejohn’s results. 
We are pleased to hear that Dr. Sinclair has been able 
to improve the method and look forward to the early 
publication of his details. We are, of course, very familiar 
with the criticisms of Williams, van Veen, and others, but 
we are not prepared to admit their entire validity. Dr. 
Sinclair refers to the effect of a “ pinch of chalk ”; we 
investigated the effects of calcium carbonate in definite 
amounts of 0.5 to 5 milligrammes, but failed to find any 
significant alterations. It may be that other substances 
influence the growth of the mould, but this can hardly 
be said to invalidate the value of the test when carried 
out under standard conditions any more than, say, the 
exceptional presence of reducing substances interfering 
with the estimation of a blood-sugar or a glucose-tolerance 
test, or the presence of phenolic substances in the urine 
giving colour reactions with ferric chloride, invalidate 
these tests as useful procedures. 

Nevertheless, in spite of the various objections, we still 
maintain that Meiklejohn’s test, if done under standard 
conditions, is of great value as a comparative test for blood 
vitamin B, and is more accurate than any other method 
as yet described, so far as we know:; this is surely con- 
firmed by the fact that Dr. Sinclair has arrived at similar 
results independently. We have no_ experience of 
Harris’s bradycardia technique, which has been of special 
value in the urinary estimation of vitamin B, deficiency 
(Lancet, 1938, 1, 539). 

The experimental work on which our paper was based 
was completed in February by one of us (E. N. R.) for a 
dissertation ; since then we, like Dr. Sinclair, have also 
added considerably to the number of controls and patients 
investigated, with results strictly comparable to those 
described in our paper. 

We are quite aware that the few cases and controls we 
have reported in the paper are “statistically worthless,” 
and that is why we did not treat them statistically. All 
our cases and controls were seen, examined, and diagnosed 
by us, and have been selected from the wards of the 
Manchester Royal Infirmary and from the 9,917 attend- 
ances of patients in our departmental clinic during the 
period of this investigation, so that the relatively small 
number of suitable cases led us to believe that we could 
hardly expect to get a sufficient number of cases of vitamin 
B, deficiency to justify a statistical survey. We are sure 
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these numbers do not exist in this part of the country, 
although perhaps Dr. Sinclair may be more fortunate in 
Oxford. 

Finally, we would emphasize once again that the only 
patients showing clinical improvement on vitamin-B, 
therapy were those with apparent low blood vitamin-B, 
values, and reference to the concluding paragraph of our 
conclusions in the article in the Journal of October 29 
(p. 878) will show that we described gross deficiency 
between 3.5-4.8 ng. and the one of 5.5 ng. We shall be 
pleased to learn in due course the value that Dr. Sinclair 
considers indicates a gross deficiency, and also his range 
of normal values, since he only gives in his letter the mean 
(11.5 “g. per 100 ml.), which conveys little to us.--We 
are, etc., 

E. N. ROWLANDS. 


Manchester, Nov. 16. JOHN F. WILKINSON. 


Sir,—I thank Drs. Rowlands and Wilkinson for their 
answer to my letter published in the Journal of November 
19 (p. 1060), and I am glad that they intend to discuss the 
method further in another publication. They state that 
the possibility of other substances influencing the growth 
of the fungus “can hardly be said to invalidate the value 
of the test,” and draw an analogy with the exceptional 
presence of reducing substances not interfering with a 
blood sugar test; such an analogy is false because, as my 
letter showed, blood invariably contains substances (other 
than vitamin B,) that affect the growth of the fungus under 
the conditions of the test. I have, however, never doubted 
the value of the method as a comparative test of the 
apparent Vitamin B, in blood, as can be judged by reading 
the four publications in which I have mentioned results 
obtained with it. 

I am glad that the authors agree with me that their 
cases and controls are statistically worthless. But Drs. 
Rowlands and Wilkinson try to justify their failure to 
treat the results statistically on the plea that there is a 
relatively small number of suitable cases in their part 
of the country. I showed in my letter that none of their 
cases was deficient when judged by an analysis of the 
eight normal controls upon whom they based their normal 
range: surely there cannot be a deficiency of suitable 
normal subjects in Manchester. And I still do not under- 
stand why in one part of their paper they regard 5.5 ng. 
per 100 ml. as “ gross deficiency ~ when a figure below 
this value is elsewhere regarded as a “ normal level.” 

In the last paragraph of their letter they wish to know 
my “range of normal values, since he only gives in his 
letter the mean (11.5 ug. per 100 ml.), which conveys 
little to us.” Reference to my letter will show that deter- 
Minations on twenty-six normal controls “ gave a mean 
of 11.5 ug. per 100 ml., and a statistical analysis showed 
that there is one chance in 100 of an observation falling 
below 7.7 or above 15.2.” It is sad that this statement 
conveyed little to the authors. In a paper published with 
Dr. Laurent (Lancet, 1938, 1, 1045) we stated that 
“a value below 7 ug. per 100 ml. is regarded as being 
abnormal.”’—I am, etc., 


Oxford. Nov. 18. H. M. SINCLAIR. 


Vitamin B, and Insulin 


Sir,—l have a diabetic patient, a man of 56 in affluent 
circumstances, who takes on an average 32 units of insulin 
a day—20 units in the morning before breakfast and 
12 before dinner. He eats what he likes, and his urine 
is kept free from sugar unless he goes to a dinner and 
ball, etc. He is otherwise a comparatively healthy man, 
somewhat neurotic and apprehensive about his health. 
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After his return from a fishing holiday in early September 
of this year I put him on a course of six intramuscular 
injections of betaxan (a Bayer preparation of synthetic 
vitamin B,), giving him one injection daily of 1 c.cm. These 
injections had a very good tonic effect, and some slight neuritis 
he was complaining of in his right arm disappeared. A fort- 
night ago he went to Bournemouth for a change. During the 
latter part of this holiday he was not feeling as fit as he 
thought he should, and he himself repeated another half-dozen 
intramuscular injections of betaxan. He returned to Bath 
on Saturday, November 12, and the following Thursday night 
he showed marked symptoms of hypoglycaemia in that he 
hardly understood how to undress and felt, as he described 
it himself, as he would imagine one to be when dead drunk. 
His wife was greatly perturbed, as he lost all colour and was 
perspiring profusely. She administered barley sugar, and he 
was all right again the following morning when I saw him at 
9.30 a.m. 

He told me, however, that he had noticed while taking 
the betaxan that he required much less insulin; in fact, 
on dropping his evening dose there was no sign of sugar 
either at bedtime or in the morning, and he felt extra- 
ordinarily well.—I am, etc., 

Bath, Nov. 19. A. GORDON WATSON. 


Treatment of G.P.I. 


Sirn,—I am unable to agree with Dr. W. D. Nicol 
(Journal, November 12, p. 1012) that electrotherapy has 
been too recently introduced to arrive at comparative con- 
clusions as to its results in the treatment of G.P.I. Ample 
time has elapsed. Apart from the question of mortality, 
about which there can be little doubt, the claim of electro- 
therapy to adoption, if only on the grounds of the illness 
and uncertainty associated with malarial infection, cannot 
be overlooked.—I am, etc., 

St. Mawes, Cornwall, Nov. 14. B. H. SHAW. 


Decline of Breast-feeding 


Sir,—The correspondence on breast-feeding is of much 
interest and. in some ways corroborates experiences in 
the past eighteen years. Since 1920, both from ante- 
and post-natal municipal clinics and in a large special 
department of a maternity hospital (out-patient depart- 
ment and fifty hostel beds for mothers with babies), we 
have had 90 to 95 per cent. successful breast-feeding, 
even where, in an overlapping district, health visitors not 
attached to our hospital have said: “ Breast-feeding is 
practically impossible.” To achieve this, nothing has 
been done which is not within the power of the average 
working-class mother; but the attitude of all concerned 
has been that breast-feeding is natural, best for mother 
and baby, usually easily come by because natural, and 
only wanting a litthe common-sense management or ad- 
justment, without worry or impatience, to secure smocth 
working where that is not immediately obtained. 

Because we know that poor women cannot spend six- 
pence a day on milk for themselves during pregnancy and 
lactation, and more likely than not will give instead to 
the family any milk that is provided free, we serve cut 
to them the ordinary but fresh calcium lJactate, which 
costs sixpence a fortnight, and thus (apparently success- 
fully since 1920) help to guard against the 
deficiency of a minimum diet. 

The patients (being under V.D. treatment) are care- 
fully instructed on non-stimulating diet and at the same 
time are told how to obtain the mest necessary items 
at low cost—for example, cheap plain cheese, whole- 
meal bread, coarse cereals, uncooked fruit, and 
tables, fresh herrings and sprats when in season, nuts, 
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etc.. with abundant water between meals. During preg- 
nancy meat is limited, but liver two or three times a 
week is allowed. During lactation a meat-vegetable- 
pudding daily dinner is a desideratum. 

The method of breast-feeding is very imporiant, and 
we are constantly having to combat the pernicious “ten 
minutes each side” theory and to explain the necessity 
for “stripping ” a cow to get full milking next time and 
the advantages of the additional rest obtained by lying 
down to give 

From personal experience I suggest that even in London 
there are clinics (as well as general practitioners) which 
are not as expert as they should be in the matter of 
breast-feeding and too ready to give artificial foods. 

Another factor of importance is the influence of the 
nurse in charge of maternity cases.—I am, etc., 

D. C. LOGAN. 


feeds. 


London W.1 Nov. 8 


Sir,—Having read with great interest Dr. J. C. Spence’s 
able article on breast-feeding, and also the ensuing corre- 
spondence, I felt that the remarks made by “ Juvenis” 
(Journal, November 5, p. 967) could not go unchallenged, 
for even if, as he says. the modern nurse takes full 


command of her patient’s baby, it is surely a sign 
that there is something wrong with the system which 
puts a nurse into this position and which trains 
her for this end. The second point raised by 


*“ Juvenis ~ is in my opinion one of the chief causes of 
the present failure to breast-feed in so many cases, and 
the increased hospitalization ot normal midwifery cases 
has surely played some part in introducing this “* environ- 
mental facter.” The mother in her own home is the 
mistress of the household, the pivot on which the family 
life revolves, and in this sphere she is a confident woman, 
sure of her own powers. In the early stage of her labour she 
can to a certain extent go about her usual duties, and 
when the time comes for her to be delivered she is in 
familiar surroundings and has not to face the ordeal of 
meeting strangers at the critical moment. Her medical 
attendant as her family doctor is a person in whom she 
has confidence, and should an obstetrician be required 
she has her doctor’s assurance that he is obtaining the 
very best help. She will also have had an opportunity 
of getting to know her midwife during ante-natal days. 
After the confinement is over and the doctor and nurse 
depart, the mother can fall quietly into the reactionary 
sleep which is her natural preparation for the task of 
feeding her child, and she can put her baby to the breast 
whenever it cries during the first few days, and in doing 
this she becomes conscious of her own power to satisfy 
its needs. 

When we compare this normal state of affairs with a 
confinement in hospital we can see a very marked and 
vital difference. The patient entering a hospital is a 
stranger in a werld where doctors and nurses rule, and 
she is no longer a person who can control her own 
activities. In the first few hours she may pass through 
the hands of several nurses, in the admission room, 
waiting room, and labour ward, and if it is her first 
experience of hospital life she is bewildered by the sight 
of trolleys and shining glass shelves containing mysterious 
bottles, not to mention the hospitals where it is the 
custom to keep an instrument cupboard in the labour ward. 
The length of time for which the mother is left to rest in 
the labour ward varies according to whether it is likely 
to be required for another case, so shortly after delivery 
she is put into the general ward, and, as “ Juvenis ” says, 
she has to be given bedpans, meals, etc., at stated intervals 
and must feed her baby by the clock. This routine is 
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absolutely essential if the smooth running of a hospital 
is to be achieved, but very few of us would agree that 
it is ideal, 

A point which has been brought very much to my mind 
during the reading of the recent letters is that one finds 
in practice that where there has been extensive preparation 
of the breasts during pregnancy breast-feeding is not too 
successful ; there does seem a possibility that this stimula- 
tion of the breasts prematurely creates some psychological 
hostility to breast-feeding. One feels that it may be 
wiser to advise nothing more than a good standard of 
cleanliness, in order that no stimulation of the breasts may 
take place until the right time in the cycle of reproduc- 
tion—that is, response to the child’s sucking Many 
women have told me that this preparation of the breasts 
by scrubbing and drawing out the nipples has made them 
feel very sick of the idea of breast-feeding.—I am, etc., 


Liverpool, Nov. 10 Mary CuUNNANE, S.R.N., S.C.M. 


Adrenaline Treatment of Asthma 


Six,—Dr. Joah Bates in his letter Journal, October 29, 
p. 921) raises two questions about the adrenaline treat- 
ment of the acute asthmatic attack which are of impor- 
tance. They require elucidation lest without good cause 
a seed of doubt should be sown as to the efficacy or even 
advisability of injecting adrenaline in a case of true 
allergic asthma. This line of treatment is a most potent 
weapon in our hands, and has stoed the test of time in 
both theory and practice. His first point, which deals 
with the frequent onset of bronchitis in asthmatics who 
contract a common cold. can be accepted as a fact, for 
these sufferers are admittedly more susceptible to 
respiratory infections than perfectly healthy individuals. 
However, | know of no evidence suggesting that the 
administration of adrenaline increases this tendency, and 
most people agree that the sooner the spasm is relieved by 
physiological means (that is, adrenaline) the less likelihocd 
will there be of establishing a “ place of lowered resist- 
ance ~ in the lower respiratory tract. Such, indeed, has 
been my experience with asthmatics with coryza. One 
finds, of course, invariably that the patient coughs, some- 
times very persistently, atter the attack has subsided, this 
being due to the release of mucus which had been dammed 
up in the mucous glands of the bronchiolar wall. 

The type of case which Dr. Bates next describes, where 
a patient has been given several injections of adrenaline 
at intervals of two or three hours and remains dyspnoeic 
and cyanotic, can probably be divided into two classes. 
A number of these are not cases of asthma but of the 
paroxysmal dyspnoea of left ventricular failure (formerly 
called cardiac asthma), in which active pulmonary con- 
gestion is certainly present but the cause of this lies in 
the failing heart. Other cases are probably those of true 
asthma which have gone into that most distressing con- 
dition status asthmaticus. For its treatment injections of 
adrenaline at intervals of two to three hours are often 
inadequate, but it will usually respond fairly quickly to 
Hurst’s methed of continuous injection of | or 2 minims 
every thirty to sixty seconds, leaving the needle in situ.— 
I am, etc., 

York. Nov. 13. 


Sir,—While agreeing with Dr. Alexander Francis 
(Journal, November 5, p. 966) as regards the effects of 
the topical application of adrenaline or ephedrine to the 
nasal mucous membrane, I feel that the latter part of his 
letter calls for some comment. Dr. Francis tells us that 
he “had one asthmatic patient who, as the result of 


H. Roy Le. 
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‘repeated operations for the removal of nasal polypi, had 


required over 60,000 injections of adrenaline.” These 
astronomical figures caught my eye. Surely there is either 
an error here or else Dr. Francis is actually telling us 
that the patient received one injection daily for 164 years, 
or two daily for 82 years, or four daily for 41 years, etc. 
—a truly remarkable record of endurance on the part 
of the patient and/or faithful service on the part of his 
medical adviser. One is hardly surprised to read further 
on that “his skin became so tough and hypersensitive 
that he needed a specially sharpened hypodermic needle.” 
The marvel is that he allowed any form of instrument to 
be brought near him at all. But as a practising rhino- 
logist what I really must quarrel with is Dr. Francis’s 
assertion that this intensive treatment with adrenaline was 
“the result of repeated operations for the removal of nasal 
polyp.” Sweeping statements of this kind are misleading, 
and may be dangerous. 

In the first place, as is well known, nasal polypi may be 
due to allergy, infection, or both; but recurrent nasal 
polypi indicate the presence of either malignant neoplastic 
changes or some underlying ethmoidal disease. Dr. 
Francis does not tell us how often the polypi had been 
“repeatedly ” removed, but I can give it as my firm 
conviction that had the full aetiological significance of the 
recurrence of the polypi been appreciated, thorough investi- 
gations been made, and adequate appropriate treatment 
been given, then the patient’s asthma would probably have 
been considerably benefited and he would at least have 
een spared from assuming the—I feel sure reluctant— 
role of a human pincushion.—I am, etc., 

Bath, Nov. 19. Cc. AS HUTCHINSON. 


Anti-pernicious Principle in Urine 


Sir,—Following the paper on the anti-pernicious prin- 
ciple by Dr. Edouard Jéquier and Major G. R. M. Apsey, 
published in your issue of November 5 (p. 934), it may 
be of interest to record the preparaticn from normal 
urine of a concentrated fraction which would be expected 
to contain the anti-anaemic principle if it is present in 
urine in the same form as it occurs in mammalian liver. 

A process (British patent 473064) which had been shown 
previously to give consistently active and very concentrated 
anti-anaemic fractions from liver was applied to normal 
urine. The fraction obtained was prepared for pareriteral 
use so that | ml. of the final solution was derived from 
1,750 ml. of normal urine. Professor L. S. P. Davidson 
kindly tested this preparation on a patient suffering from 
pernicious anaemia with an initial red blood cell count of 
1.31 million: 16 ml. of the concentrated urine preparation 
(derived from 28 litres of normal urine) were given intra- 
muscularly over twenty-three days, without any significant 
reticulocyte response. A preparation of known potency 
subsequently gave a satisfactory response. 

Although an isolated test is in no way conclusive evi- 
dence of the absence of the anti-anaemic factor in normal 
urine, this result may be of interest to other workers in 
this field—I am, etc., 

B. D. THORNLEY, 


Chief Chemist, Benger 


Holmes Chapel, Cheshire, Nov. 19. Laboratories. 


New Menstruation Toilet 


Sin,—During the last few months I have often been 
asked by young women whether I considered this new 
praciice of plugging the vagina with absorbent tampons 
instead of using sanitary pads advisable and healthy.- My 
reply is that it is not at all a good thing to do, because 


vaginal plugs become very offensive and infected even 
when introduced by the surgeon under the best aseptic 
technique, and when introduced by a woman herself, under 
ordinary daily conditions during menstruation, the 
dammed-up blood in the vagina forms a perfect culture 
medium, and a profuse growth of septic organisms results. 
This practice is likely to result in vaginitis, cervicitis, and 
B. coli infections, with quite a possibility of sterility 
following as well as the other well-known complications 
of the above conditions. 

Is it realized how popular this practice is becoming? 
The “ outfits’ are procurable at many big stores, and are 
presented to girls by women who extol their harmlessness 
and many advantages. For health and beauty classes, 
dancers, factory girls, etc., they have great attractions, 
as they require no belt and are comfortable and unseen. 
The literature accompanying them is all that these young 
women have to guide them. Quite a lot of doctors seem 
to be recommending them, but I feel sure that they have 
forgotten what a vaginal plug is like after its removal : 
indeed, this is a job usually left to nurses. I shall shortly 
have a series of reports from bacteriologists on the growths 
obtained from the discharge before and after the use 
of these popular vaginal plugs, but in the meantime I think 
it is only fair to the female public to give some advice 
on the subject, or is it a matter for the Ministry of Health? 
—I am, etc., 


London, W.1, Nov. 11. E. LAWTON Moss. 


Evacuation of Air Raid Casualties 


Sir,—Now that the crisis is over we have time to reflect 
on the inadequacy of the emergency plans made for deal- 
ing with air raid victims in our large cities, and we can 
prepare plans in advance for dealing with such a situation 
should it unfortunately occur again. 

It is, I think, generally accepted that in a future war 
our large cities, and particularly London, would become 
virtually our “front line,” and, as every ex-regimental 
medical officer knows, one of the most important jobs is 
to find means of evacuating the wounded to the back 
areas as soon as possible, where they can receive the 
attention which is not available in the front line. This 
was often difficult under shell fire in France, although 
there one was dealing with disciplined troops. 

I suggest that in a great city containing a large un- 
trained civil population, liable to panic when subjected to 
intensive high explosive and incendiary bombing, the 
difficulties wouid be infinitely greater, and especially if 
road transport were used for the conveyance of the 
wounded to the safety zones. The roads would probably 
be blocked by fallen masonry, fires, and the petrol-con- 
taining cars of refugees. Aliso the patients would have 
to be conveyed, not the three miles or so to the casualty 
clearing station as in the last war, but a distance of at 
least forty miles to the safety zone without medical atten- 
tion, and open to further bombing the greater part of 
the way. A great strain would be placed on the railways 
in time of war in moving war munitions and food, and 
moreover the big termini would be obvious targets. 

One therefore has to think of an alternative route 
which would not be subject to these objections or useful 
for other purposes, and one recalls the excellent use 
made of the French canal system in the last war for 
evacuating wounded in barges with a medical officer and 
orderlies in attendance. The advantages of such a method 
were obvious in France, and | suggest they are very 
much more so in London and our big provincial cities. 
There are between fifty and seventy steam launches on 
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the Thames, each capable of taking from 150 to 250 
passengers from London to Oxford, besides many smailer 
Jaunches and barges. They could be converted into hos- 
pital launches in forty-eight hours, and by that means 
alone approximately 10,000 wounded could be evacuated 
per day. Furthermore, the barges on the Grand Junction 
Canal, which connects the Thames at Brentford with all 
the big cities of the Midlands and most of those in the 
North, could be converted into hospital barges, thereby 
doubling the number of evacuations. The wounded from 
these large provincial cities could also be evacuated down 
this canal to rural districts in the Midlands. 

The safest place in an air raid would, I suggest, be the 
middle of the Thames above Westminster. The Thames 
is not a target but a ranging mark to an enemy bomber. 
An incendiary bomb will not “set the Thames on fire,” 
and high explosive, excluding a very lucky direct hit, 
would displace nothing but water. I would therefore 
like to offer for consideration the use of the Thames and 
our canals as a practical method of evacuating large 
numbers of wounded from our big cities to the safety 
zones in time of war.—I am, etc., 

H. GraHaM Hopcson, C.V.O., F.R.C.P. 

London, W.1, Nov. 16. 


Air Raid Precautions 


Sir,—It is small comfort to find one’s pessimism con- 
cerning A.R.P. at the time of the recent crisis—based, 
be it said, on personal observation, some personal experi- 
ences, together with some unimpeachable information— 
was so fully justified. It is not, however, until one reads 
Colonel Nathan’s remarks in Parliament (Journal, 
November 12, p. 1021) pertaining to London and Dr. 
W. M. Ash’s account of difficulties in the country (p. 1016) 
that one realizes the full magnitude of the chaos then 
impending. The statement made at a meeting at the 
Ministry of Health and quoted by Colonel Nathan is 
indeed illuminating: “ Gentlemen, this emergency hospital 
service has just been created. You must expect bombs 
to fall on London at any moment. Do the best you can.” 
Yet we have been told for months past that the casualties 
would run into tens of thousands! The dead, according 
to Colonel Nathan’s remarks, were to be given about the 
same amount of attention as the living, and to quote 
Colonel Nathan again, “the authorities [local] had 
no instructions and no information, and no _ intention, 
unless instructed, of dealing with the situation.” And yet 
one bomb can easily kill an unlimited number of persons! 

The above two illustrations, coming as they do from the 
ends of the administrative chain, show that the chain 
forged in times of peace snapped at the critical moment 
in the face of a war emergency. It is not surprising that 
this occurred, for who could possibly imagine that two 
Government Departments—the Home Office and _ the 
Ministry of Health—could administer, let alone co- 
ordinate, a scattered and mixed bag of authorities, organ- 
izations, and individuals constituting A.R.P. from head- 
quarters in London? A trained and disciplined army 
requires a full staff from the War Office downwards, and’ 
if A.R.P. is going to be of any use whatsoever a modified 
but similar system of staff control is required, and required 
quickly, before many otherwise enthusiastic volunteers 
become tired of the muddle and procrastination. An 
adequate nucleus to these A.R.P. staffs, having full staff 
officer’s status, could be formed from the county and 
borough officials, etc., providing, as they would, a_per- 
manent personnel constantly available for duty, thus 
maintaining a skeleton emergency staff. 
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Granted the foregoing, it should not be beyond possi- 
bility to split the country up into x A.R.P. command 
areas, similar to the military commands in this country, 
and subdivide these areas into x county areas, which 
would contain x districts, small towns being regarded as 
one district, large towns being regarded as two or more 
districts. London could be treated as a command area, 
subdivided into sub-areas, and again divided into districts. 
Thus an administrative chain would be formed from 
district to county area, thence to command area, thence to 
the directorate of A.R.P., London, whereas in London 
itself a similar procedure would be followed, though with 
a different- nomenclature. In conclusion I would like to 
say that I cordially agree with Mr. J. Johnston Abraham's 
letter in the Journal of October 29 (p. 915).—I am, etc., 
W. V. FAWKNER-CORBETT, 
Major R.A.M.C. (ret.); formerly 


D.A.D.M.S., 8th Army Corps, 
B.E.F., France. 


London, W.1, Nov. 14. 


Social Pathology 


Sirn,—I am encouraged by the amplification by Dr. 
J. L. Halliday (Journal, November 12, p. 1012) of my 
letter on this topic (October 8, p. 762). May I point out io 
him, however, that I spoke of the disintegration not 
merely of “this country” but of Western civilization as 
a whole. Like Oswald Spengler, I believe civilization to 
be of a piece. I suggested that for many years the social 
services had mainly been alleviating symptoms, and that, 
in carrying on these services, the best brains and energies 
of all countries had been progressively diverted from the 
task of safeguarding the health of the social organism 
proper—that is, of this whole Western civilization that 
I speak of. Dr. Halliday’s way of putting it is to remind 
us that man is not in essence an animal but a living soul, 
a psyche, an individual: that to this essence his animal 
nature is subordinate ; and that a civilization in which ihe 
public health and other services envisage only this 
“ veterinary ~ aspect, while neglecting or even frustrating 
the psychological needs of its component individuals, is 
bound to perish. He sees, indeed, civilization (‘ this 
country,” he calls it) destroying itself, as is evidenced 
notably by statistics of (a) a rising suicide rate; (b) a 
rising incidence of psychoneurotic and psychosomatic 
illnesses ; and (c)’a declining birth rate. To this he might 
perhaps add an increasing use of drugs: and in this con- 
nexion I am glad to see a letter from Mr. A. S. Playfair 
(November 5, p. 968) on science in advertising, which 
carries further the argument I had advanced in your 
correspondence columns of June 4 (p. 1235) under the 
heading “* The Psychology of the Medical Profession.” 

Dr. Halliday has done well to include the falling birth 
rate as evidence of social dissolution. He seems, how- 
ever, to have momentarily forgotten the most striking 
evidence of all—namely, the drift to world war. He will 
doubtless agree with me that the time is more than ripe 
for envisaging the disease of which all these are but 
symptoms or stages ; piecemeal treatment has long since 
proved itself altogether ineffective. There are ominous 
signs of approaching collapse. What, then, is this disease 
that passes through the stages of declining birth rate and 
of mechanization and bureaucratization to world war, or, 
as we might more pithily put it, this movement from 
birth control to bombs? Can the essence of its pathology, 
and therefore of its treatment, be expressed in a formula? 
I think it can, but before venturing to bring such a 
formula forward I should much like to know whether 
any of my fellow practitioners are thus far in agreement 
with me; whether, indeed, they consider the speculation 
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likely to prove of any practical value at all. Surely life 
is not meaningless, and there must be laws of man’s social 
as of his psychical and animal natures, and if so the 
medical perhaps above all professions is qualified to dis- 
cover them. At least it has become abundantly clear of late 
that the politicians are quite incapable of doing so. They 
have no theory of society.—I am, etc., 

North Queensferry, Fife, Nov. 16. A. J. BROCK, 

Sir,—I have been much interested ‘in Dr. James L. 
Halliday’s letter in your issue of November 12 (p. 1012). 
] agree with him that the absence of action against 
environmental factors which frustrate the basic needs of 
a community will lead to the decline of individual and 
therefore of national health. 

A certain quota of social interests is essential for the 
maintenance of full health. My work with people who 
are mentally ill has led me to see how far London fails 
in this respect. I have been struck, indeed, by the number 
of lonely people of both sexes, young and old. The 
growth of the urban at the expense of the country popula- 
tion is a contributory factor here. Rapidly growing large 
cities do not lend themselves as do long-established village 
communities to adequate social intercourse. This fact 
alone indicates the need for measures to combat this very 
real threat to social integration. 

I suggest that one measure to meet this evil would be 
the opening up of a number of mixed clubs, adequately 
run on a non-political and non-denominational basis by 
a committee of capable people interested in social welfare. 
The aim of such a club would be the promotion of good 
fellowship and common interesis. It might start quite 
simply in one room where members could meet, talk, 
play games, and so on, with perhaps the run of a kitchen 
cr other apartment where light refreshments could be 
served, 

I am quite certain that if a chain of such mixed clubs 
could be opened up throughout London and other large 
towns it would help to reduce that loneliness and lack 
of understanding and fellowship which really count 
as social evils. Driving people in on themselves, they 
favour the growth of neurosis in its many forms. leading 
in some cases to delinquency, drug-taking, and even 
suicide.—I am, etc., 


London, W.1, Nov. 19. HILDA WEBER. 


Prognosis of Anxiety States 


Sir,—Let me assure Dr. Arthur Harris (Journal, Novem- 
ber 19, p. 1063) that no knowledge of the unconscious 
mind was necessary to enable the criticism of his article 
on the prognosis of anxiety states to be made. It was 
a plain inference from the facts contained in the article, 
and, as Dr. Harris has again misunderstood it, I shall 
restate it in the simplest possible way, in the form of three 
propositions: (1) he set out to estimate the factors of 
prognostic importance in anxiety states ; (2) he completely 
excluded the factor of treatment; (3) the obvious infer- 
ence is that he does not consider treatment to be a factor 
of prognostic importance. Sir, surely Hamlet himseif 
could hardly read into this argument more than is 
affirmed.—I am, etc., 

London, W.1, Nov. 18. 


FREDERICK DILLON. 


A new law in Latvia ordains that every person suffering 
from venereal disease must be treated by a registered medical 
practitioner, who is entitled to search for the source of infec- 
ton and make the suspected person uncergo treatment also. 


Universities and Colleges 





UNIVERSITY OF OXFORD 


At a Congregation held on November 19 the following medical 
degrees were conferred: 


D.M.—T. M. Ling, *N. 
Boucher. 


Chilton, W. D. W. Brooks, C. A. 
* By proxy. 


UNIVERSITY OF CAMBRIDGE 


At a Congregation held on November 19 the following medical 
degrees were conferred: 


M.D.—*J. S. Cookson. 
M.B., B.Cuir.—*J. H. S. Hopkins, R. S. Morris, D. J. D. Torrens, 
J. H. Dixon, A. H. Baynes. 
M.B.—R. C. Droop, R. L. Rhodes, L. A. Hawkins. 
* By proxy. 


UNIVERSITY COLLEGE, HULL 


At a meeting of the Council, held on November 9, Dr. J. 
Morrison was appointed a part-time Lecturer in Education, 
and the British Medical Association Prize, valued £5, was 
awarded to D. R. F. Atkinson. 


UNIVERSITY OF SHEFFIELD 
At a meeting of the University Council, held on November 11. 
Mr. W. J. Lytle was appointed Honorary Lecturer in Surgical 
Pathology (vice Mr. A. W. Fawcett); Dr. H. E. Harding 
Honorary Lecturer in Medical Pathology ; and Mr. J. Hughes 
Honorary Demonstrator in Anatomy. 

Professor H. N. Green, M.D., and Professor E. J. Wayne, 
M.B., F.R.C.P., were appointed two of the five representatives 
of the University on the Committee of Management of the 
Sheitield Hospitals Council. 


UNIVERSITY OF GLASGOW 


At a Congregation held on November 12 the 
medical degrees were conferred: 


following 


M.D.—Marion Watson (with high commendation). 
M.B., Cu.B.—W. H. R. Lumsden. 


UNIVERSITY OF WALES 
WELSH NATIONAL SCHOOL OF MEDICINE 


The following candidates for the degrees of M.B., B.Ch. have 
satisfied the examiners in the subject indicated: 

MepDIcINE.—Alice Davies, Miriam E. Davies, G. C. D. Evans, 
WwW. kk. El Rees. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 
ANNUAL MEETING OF FELLOWS AND MEMBERS 


The annual meeting of Fellows and Members of the Royal 
College of Surgeons was summoned for November 17, but 
after waiting for the prescribed time it was announced, for the 
second year in succession, that no quorum had been obtained, 
and therefore no resolutions could be moved. 

Mr. Hugh Lett, the President, made a few remarks from the 
chair on the Annual Report. He said that during the past 
year primary examinations had been held in Melbourne, 
Sydney, Dunedin, Bombay, and Cairo; these had been quite 
satisfactory, and it was proposed this year again to hold 
examinations in India and Egypt. The College museum had 
atiracted visitors from all over the world, and it had been 
enriched by a number of acquisitions. The library also had 
received a number of important gifts, among which he men- 
tioned Sir D'Arcy Power's collection of transcripts of mediaeval 
MSS. of the works of John Arderne, the fourteenth century 
English surgeon. Professor Grey Turner had deposited on 
permanent loan his collection of autograph letters of John 
and William Hunter. The new Bernhard Baron research 
laboratories had been completed during the year, and the good 
work already done had aroused the interest of the surgical 
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world, not only in this country but over-seas. Grants had been 
made to research workers in the laboratories by the Medical 
Research Council, the Rockefeller Foundation, and the British 
Medical Association among other bodies. 

Dr. Redmond Roche took up a remark in the report that 
the number of candidates admitted to the final examination 
during the year August 1, 1937, to July 31, 1938, was 1,372, 
an increase of 95 upon the figure for 1936-7, and of 195 
upon that of 1935-6, and asked for comparative figures of 
the numbers admitted by the other licensing bodies. 

The President replied that, taking surgery only, there had 
been increases of candidates for 1937 as compared with 1935 
as follows: 


Conjoint Board oe = - - 1,235 to 1,290 
London University .. oe ae 5: 294 to 429 
Cambridge University em oe 5" 224 to 243 
Society of Apothecaries 117 to 3 141 
Durham University ar * oe 74 to 78 
Oxford University .. : ; 40 to 73 
Manchester University .. oe 48 to 53 
Birmingham University (a decrease) 50 to 46 


Dr. Albert James Clarke, who had been chosen to move 
the usual resolution regarding the representation of Members 
on the Council, was unable to do so as the meeting was not 
properly constituted, but he was invited to make the speech 
he had prepared. He said that the present time would be 
a fitting one for the College to vindicate what was, after all, 
a principle of democracy—the right of representation of those 
who made a contribution to the commonwealth. Having regard 
to the changes which were taking place, not only in the social 
order but in matters affecting the profession, and also to the 
increasing number of candidates who were taking their medical 
degrees at the universities, he pleaded that the best interests 
of the College and of all whose welfare was bound up with 
it would be served if steps were taken to increase its corporate 
strength. This could be done, not by divorcing the Members 
from all participation in College affairs, but by according 
them some measure of representation. 

Dr. P. B. Spurgin, president of the Society of Members, 
said that he felt that the Fellows entertained very friendly 
feelings towards the Members. They all belonged to a great 
College and were anxious to do all they could to promote its 
interests. What was wanted was greater co-operation, and a 
concession to the democratic principle of representation was 
the best way of bringing this about. Dr. Redmond Roche 
drew attention to some remarks made by Dr. Robert Hutchison. 
President of the Royal College of Physicians, at the opening 
of the new session at Westminster Hospital Medical Schoo! 
(British Medical Journal, October 8, p. 758). when he urged 
students not to be satisfied with a simple qualification to 
practise but to go on to a degree. That was a serious state- 
ment to come from such a quarter, apparently deprecating 
the value of the licence of the speaker's own College as 
well as that of the diploma of the Royal College of Surgeons. 
Dr. H. H. Sanguinetti also spoke in support of the request. 

The President said that the various points made would be 
communicated to the Council at its next meeting. He appre- 
ciated what had been said about co-operation, and he sincerely 
regretted that the by-laws did not permit him to put the 
resolution to the meeting. 


SOCIETY OF APOTHECARIES OF LONDON 
Revision of Regulations for the Licence (L.M.S.S.A.Lond.) 


New regulations and schedules, designed to meet the resolu- 
tions of the General Medical Council, in regard to professional 
education have been drawn up and may now be obtained 
from the registrar of the Society, Apothecaries’ Hall, Water 
Lane, Queen Victoria Street, FE.C.4. The new regulations and 
schedules take effect from October 1, 1939, and will be put, 
into operation as follows: 


Candidates presenting themselves for the pre-medical examina- 
tion for the first time after October 1, 1939, will do so under the 
new regulations. Candidates who have sat for the examination 
before that date will be allowed to complete it under the old 
regulations, but thereafter will be governed by the new; after 
October 1, 1939, all candidates will take the primary examination 
under the syllabus of the new regulations; all candidates who 
pass the primary examination under the old regulations after 
October 1, 1938, will be required to take the finals under the new 
regulations. 
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DEATHS IN THE SERVICES 


Major-General Sir JAMES Murray Irwin, K.C.M.G., C.B., 
late R.A.M.C., died at Bideford on November 7, aged 80. 
He was born on February 13, 1858, the son of the Rev. 
James William Irwin, rector of Sharon, County Donegal, 
and was educated at Trinity College, Dublin, where he 
graduated M.B.. B.Ch., M.A.O. in 1881; nearly forty years 
later (in 1919) he received an honorary M.D. from. his 
University. He was a prominent member of the Trinity 
College football fifteen. He passed into Netley in 1881, and 
joined the Army as surgeon on February 4, 1882. He 
became colonel on December 11, 1911, acted as major-general 
as Deputy Director of Medical Services in France during 
the war of 1914-18, and received an honorary step in rank 
as major-general when he retired on June 3, 1919. From 1906 
to 1910 he held the post of Assistant Director-General at the 
War Office, and there, and subsequently as Assistant Director 
of Medical Services at Aldershot, took a prominent part in 
the reorganization of the Royal Army Medical Corps, which 
was effected under the late Sir Alfred Keogh as Director- 
General. He served in the Nile campaign under Kitchener 
in 1898, and received the medal and the Egyptian medal; and 
in the South African War from 1900 to 1902, when he took 
part in Operations in the Orange Free State and in the Trans- 
vaal, including actions at Zand River, Johannesburg, Pretoria, 
Diamond Hill, Reit Vlei, and Belfast, was mentioned in dis- 
patches, and received the Queen’s medal with six clasps and 
the King’s medal with two clasps. In the war of 1914-18 he 
served as Director of Medical Services of the Third Army 
under Lord Allenby, was mentioned in dispatches in the 
London Gazette of January 4. 1917, May 29, 1917, December 
24, 1917, and December 30, 1918, and received the C.B. in 
1917 and the K.C.M.G. in 1918: also the rank of Chevalier 
of the Legion of Honour. He joined the British Medical 
Association in 1882. 

R.A.M.C. 


Major WALTER CROKER POOLE, (ret.), died in 


‘London on November 16, aged 75. He was born on February 


27, 1863. in Northern India, and was educated at Trinity 
College. Dublin. where he graduated M.B.. B.Ch. in 1885: he 
also took the Diploma in State Medicine in 1887. He entered 
the Army as surgeon on February 5, 1887, became major after 
twelve years’ service, and retired on May 3, 1911. He served 
in the North-West Frontier of India campaign in 1897-8 with 
the Malakand Field Force, receiving the frontier medal with 
a clasp, and throughout the South African War of 1899-1902; 
when he took part in operations in the Orange Free State. 
the Transvaal, and Cape Colony, receiving the Queen’s medal 
with three clasps and the King’s medal with two clasps. He 
had been a member of the British Medical Association for 
forty-nine years. 


Lieutenant JaMES WILSON GREENFIELD, R.A.M.C., died at 
Khartum on September 20. He was educated at St. Andrews 
University, where he graduated M.B., Ch.B. only last vear 
(1937). He entered the Royal Army Medical Corps on 
September 1, 1937, so had barely a year’s service at the time 
of his death. 


No. 29 GENERAL HOSPITAL DINNER 


The twentieth annual reunion dinner of the 29th General 
Hospital will be held on December 3 at the Langham Hotel, 
Portland Place, W., when Lieutenant-Colonel S. H. Withers. 
C.M.G., will preside. Officers who wish to be present should 
communicate with the honorary secretary, Captain Percy 
Groves, Heronfield, Meadowcourt Road, Leicester. 


Dr. W. A. Daley, a principal medical officer on the central 
administrative staff of the London County Council, has been 
appointed by the Council deputy medical officer of health to 
take charge of the public health department during any absence 
of the medical officer of health. 
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Obituary 








SIR JAMES BARR, M.D., F.R.C.P., 
Consulting Physician, Liverpool Royal Infirmary ; 
Past-President, British Medical Association 
Sir James Barr died at his home, 16, Wildcrost Manor, 
Putney Heath, on November 16 at the age of 89 years. 
He practisec medicine in Liverpool for fifty years and 

retired from active work in 1926. 

He was born at Cumber, Londonderry, on Septem- 
ber 25, 1849, and was educated at Londonderry and at 
Glasgow University, where he obtained his qualification 
in 1873. His. first ap- 
pointment was as house- 
physician at the Royal 
Infirmary, Glasgow, and 
in the following year he 


was appointed  house- 
physician at the David 


Lewis Northern Hospital, 
Liverpool. A few years 
later he succeeded Dr. 
Mitchell Banks (later Sir 
William Mitchell Banks) 
as medical officer to 
Kirkdale Gaol, a position 
in which his strong will 
and independence of mind 
manifested themselves in 
many ways. Through 
his intervention several re- 
forms were carried out 
in the treatment and care 
of prisoners. In 1885, 
because of the promin- 
ence he had obtained for 
himself in this connexion 
and because of the 
urgency of the matter, he 
was ordered to Ireland 
by Mr. Balfour, the Sec- 
retary of State for Ire- 
land, on the suggestion 
of Sir A. B. Walker, also 
a member of the Govern- 
ment, to report on the 
conditions prevailing in 
Irish prisons, which had 
been described as shame- 
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presented with a testimonial signed by nearly two hundred 
members of the profession who resented the attacks that 
had been made on him while carrying out his duties. 
It was commonly supposed that his knighthood, bestowed 
by King Edward in 1905, Mr. Balfour being then Prime 
Minister, was a reward for these Irish prison services. 

In 1887 he was appointed an honorary physician to the 
David Lewis Northern Hospital, Liverpool, and in 1897 
an honorary physician to the Royal Infirmary, Liverpool. 
While holding these positions he helped to found the 
Liverpool Medico-Chirurgical Journal, of which he acted 
as editor for seventeen years. He became a _ prolific 
writer, papers on a great variety of medical subjecis 
appearing in the various medical journals of the time ; 
the earlier concerned cardiovascular diseases and mitral 
stenosis in particular, the 


later nervous diseases, 
eugenics, and Abrams’s 
box. His Ulster accent 


prevented him from_ be- 
ing an attractive orator, 
but his writings were 
sincere and were faithful 
records of his observa- 
tions in his wards, of his 
deductions from his read- 
ing and experience, inter- 
rupted by startling com- 
ments on matters. that 
had little or no _ direct 
connexion with the sub- 
ject. His paper on chiro- 
metaseosis in the Medical 
Press and Circular (Qcto- 
ber 4, 1922, p. 283) 
illustrates this feature of 
his later writings, but it 
also. displays the  lead- 
ing characteristics of its 
author — his sturdiness, 
his virility, and his grim 
indifference to criticism. 
Barr was elected Presi- 
dent of the Liverpool 
Medical Institution in 
1904, and his inaugural 
address. on _— arterio- 
sclerosis bristles with 
statements that cause 
surprise even to-day. An 
example may be quoted: 








ful by the Irish Members 

in the House of Commons, and in particular on the health 
of John Mandeville, who was then imprisoned in Tulla- 
more Gaol for making seditious speeches. Shortly 
after Dr. Barr’s arrival this prisoner died and the medical 
officer to the gaol committed suicide. Public opinion in 
Ireland at this time was impassioned by the activities of 
the Land League and the Irish Parliamentary Party, and 
these unfortunate events gave rise to intense indignation 
and political fury. Daring questions bearing baseless 
insinuations were asked in the House of Commons. Dr. 
Barr’s life was threatened and he was offered police 
protection, but he only accepted it for his family. His ex- 
pulsion from the Liverpool Medical Institution was de- 
manded by its Irish members, but his membership was con- 
firmed by an overwhelming majority, and the Irish minor- 
ity withdrew never to return. Subsequently Dr. Barr was 


“In the case of a boy 
suffering from _ pericarditis 
with effusion, when I injected into the pericardial sac. after 
the removal of 20 ounces of serum, 40 minims of 1/1,000 
solution of adrenaline the pulse disappeared at the wrist, 
and for a time the boy's life was in imminent danger. Here 
the cardiac failure was probably due to contraction of the 
coronary arteries, because the very small amount of adrenaline 
solution and its very rapid action preclude the idea of the 
failure being due to any general rise of blood pressure, or to 
inhibition.” 


He delivered the Address in Medicine at the 74th 
Annual Meeting of the British Medical Association at 
Toronto in 1906 on “The Circulation Viewed from the 
Periphery,” and his address when he was elected Presi- 
dent of the British Medical Association in 1912 was 
entitled, “What are we? What are we doing here ? 
Whence do we come and whither do we go?” He 
delivered the Bradshaw Lecture before the Royal College 
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of Physicians of London in 1907 on “The Pleurae: 
Pleural Effusion and its Treatment.” In these addresses 
it is obvious he made no pretence to literary style, pre- 
ferring to drive his points home by vigorous thrusts and 
sledgehammer blows. Candour was his leading virtue. He 
revelled in giving expression to his thoughts and reason- 
ings, such as they were. ‘He could not maintain a discreet 
silence nor diplomatically turn an awkward question, yet 
throughout his writings it can certainly be said that there 
are no traces of malice or venom. His constant state of 
physical fitness was remarkable. He did not seem to 
know fatigue, and until an attack of influenza in 1918, 
when he was nearly 70 years, he had not experienced 
ill-health. His kindliness was outstanding; he inspired 
confidence ; he attracted men; yet for many years he was 
an outstanding leader of militant medicine and he re- 
mained a typical Ulster extremist. 

He married the daughter of Mr. J. Woolley when he 
was aged 33 years and his domestic life was one of happi- 


ness. Their only son was killed in action in the great 
war. Their daughter Vera married Vice-Admiral Edward 
Astley Astley-Rushton, who was killed in a motoring 


accident in 1935. Lady Barr died in September of this year. 


Professor Frank T. Paul, F.R.C.S., writes: 

Sir James Barr came from Glasgow to settle in Liver- 
pool some sixty years ago, shortly after I had been 
appointed resident medical officer at the Royal Infirmary. 
He was a keen, capable man, with the full intention of 
getting on in life, and was prepared to test all promising 
opportunities. We very soon came to know each other, 
and through all the rest of two long lives, though not 
following quite similar lines in work or holiday, we 
remained good friends throughout. There was not much 
left for either of us to do, but the break-up of such a 
friendship is a source of much regret. 


Sir James began work as a general practitioner, but soon 
one of those many opportunities which he accepted 
occurred by the offer of a post just relinquished by the 
late Sir Mitchell Banks—namely, medical officer to Walton 
Prison. In this he soon showed his capability, which was 
recognized by the Government and taken advantage of 
by a request that he should inspect certain Irish prisons. 
His report proved to be valuable, and was, I believe, much 
appreciated. A more bright and happy change in his 
life soon followed, which I recall very well—his marriage 
with the charming and handsome lady who recently died. 
They had a son and a daughter. The former joined 
the Army and had the misfortune, when on a winter sports 
holiday with his father, to lose some of his toes by 
frostbite. However, he recovered without much permanent 
damage, and continued his life as an officer. He served 
in the great war and, with so many others, lost his life. 

Sir James, after a few years of life in general practice, 
scon became immersed in the great changes which were 
taking place in the medical life of Liverpool. He gave 
much time and interest to the Medical Institution and was 
editor of the journal which reported its proceedings. He 
worked for many years in connexion with this Society, 
which has ever since been one of the most popular in 
the country. At the same time the Royal Infirmary was 
rebuilt on modern lines, and is a very successful institu- 
tion. Sir James became a physician and we worked as 
corresponding colleagues for years together. In conjunc- 
tion with Manchester, Liverpool shared the advantages 
of a university ; but with the liberal help of our wealthy 
citizens we were able to establish the University of Liver- 
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pool. These times of great changes offered work for all, 
and so active a worker as Sir James Barr gave his share 
of valuable assistance in regenerating the old town to 
become one of the leading British cities. 

After years of energetic life, and having succeeded in 
obtaining the honours Liverpool had to give him and 
the popular distinction of a knighthood, the time arrived 
when advancing age led him to decide on retirement. He 
left his Liverpool home—as usual in Rodney Street— 
and spent three years in hunting for the best spot in which 
to rest from work. He decided on Hindhead in Surrey, 
well worthy of his choice. When I had occasion to adopt 
the same line at the age of 80 he recommended his district, 
and we selected a home surrounded by woods and large 
commons at Grayshott. It was a great comfort to have 
such a good friend and capable physician near us. Only 
about a year ago, after we had been at Grayshott for about 
seven years, Sir James seemed to be in failing health, 
and Lady Barr was also far from being strong. Hence 
their daughter naturally felt that she would like to collect 
the remainder of her family to be near her in the neigh- 
bourhood of Putney, where she would be able to give them 
the intimate help they needed. Sir James was always a 
strong type of man; but strength has to yield to age tw 
us all, and so those long years of friendship were broken, 
and the teaching of our mutual friend and much-appre- 


ciated colleague, Sir Oliver Ledge, appeals with rather . 


cold comfort to the surviving friend. 


Dr. Alfred Cox writes: 
Since his retirement from practice Sir James Barr has 
been little seen by his medical friends, and to the younger 


generation I suppose he is littke more than a name. But ” 


his contemporaries will remember him as a forceful and 
combative personality. 
who more loved a fight. I knew him first as a member 
of our Council in the early years of the century, but saw 


much more of him later in connexion with the historic ‘ 
He was our President at the time the ”’ 


Insurance Act fight. 
fight was at its hottest, and his contributions to the debate 
were never calculated to lower the temperature—quite the 
contrary. He was an individualist and an Ulster Tory to 
the core—whatever his nominal politics may have been. 
At Liverpool in 1912 he made remarks about the Insurance 
Bil! and its author which received wide publicity. They 
certainly did not increase any reputation he may have had 
for moderation or judiciousness. His prophecies about 
the system read strangely to-day. One of his milder refer- 
ences to it was that it was “the most gigantic fraud that 
had been perpetrated on a confiding public since the days 
of the South Sea Bubble”! But Barr always called a 
spade at least a spade, and loved to rouse the spirit of 
combat. Away from his pet prejudices he was one of the 
kindliest of men. As President he gave us a reception 
which yields for cordiality to none in my memory, and 
he was most ably seconded by his gracious wife. I 
remember vividly his presidential address, partly because 
of its extreme length, its many references to the 
Bergsonian theories, then much in vogue, and to eugenics, 
of which Barr was a warm supporter ; its gibes at legis- 
lators and the occasional touches of his characteristic 
sardonic humour. 

Those of us who knew Sir James in his prime will 
remember him not so much for the way in which we 
frequently and decidedly differed from him as for his zest 
in life and his invariable personal kindness. 

[The photograph reproduced is by Elliott and Fry, Ltd.] 
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PATRICK WATSON-WILLIAMS, M.D. 


Consulting Surgeon, Ear, Nose, and Throat Department, 
Bristol Royal Infirmary 


Patrick Watson-Williams died at his home at Rodney 
Place, Clifton, Bristol, on November 14. By his death 
we have lost a most valuable and enterprising member 
of that small band of pioneers who in this country 
changed oto-rhino-laryngology from a casual occupation 
to a highly developed specialty. ; 

Watson-Williams was educated at Clifton College and 
at the Bristol Medical School. He qualified with the 
diploma of M.R.C.S. in 1884, took the M.B. degree of 
London University in 1885, 
and the M.D. in 1890. In 
1887 he was appointed house- 
physician at the Bristol Royal 
Infirmary, and on the forma- 
tion of the obstetrical depart- 
ment at that institution in 
the same year he was a can- 
didate for the appointment, 
but withdrew his application 
before the election. The 
following year he was 
appointed assistant physician, 
which appointment he held 
for seventeen years before 
a vacancy occurred which 
enabled him to become a 
full physician. During this 
period he took a particular interest in laryngology, and 
he was put in control of the nose and throat department 
which was formed in 1906; to this, four years later. was 
added the ear department, which had previously been 
under a general surgeon. Watson-Williams was in charge 
of the combined department until 1921: he was also 
lecturer in charge of the department of laryngology and 
otology at the University of Bristol from its inception 
until 1922. On attaining the age limit he relinquished 
his hospital and university appointments, but continued 
in active practice up to the time of his death. 

As with some others during the evolution of oto-rhino- 
laryngology, Watson-Williams, having started his career 
as a general physician with an interest in diseases of the 
larynx, had to change to an operating surgeon, which 
change he carried out with such success that he achieved 
an international reputation in his specialty, particularly 
in association with the diagnosis and operative treatment 
of diseases of the nasal sinuses and of their importance 
in general medicine. His courage and enthusiasm are 
shown by the fact that he was also one of the founder 
members of the old Laryngclogical Society of London, 
helping his distinguished senior colleague and friend Sir 
Felix Semon in the formation of this society, which sub- 
sequently became the Laryngological Section of the Royal 
Society of Medicine. Watson-Williams was one of the 
earlier presidents of this section. and at the meeting in 
Bristol in 1911, during his year of office, the establishment of 
the Semon Lectureship in Laryngology in the University of 
London was announced. This lectureship was founded 
largely by the efforts of Watson-Williams in recognition of 
the services which Semon had rendered to the advancement 
of the new specialty. He was appointed Semon Lecturer in 
1925, and took as his subject “ The Toll of Chronic Nasal 
Focal Sepsis on Body and Mind.” In 1911 he represented 
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the Royal Society of Medicine at the Berlin International 
Laryngological Congress, and was président d’honneur 
at the first International Congress for Tuberculosis in 
Paris. During the war he served as a major in the 
R.A.M.C.(T.) at the Second Southern General Hospital, 
and was appointed consultant for diseases of the ear, 
nose, and throat to the Southern Command. 

Watson-Williams was a man of boundless energy. In 
his native city Bristol he not only took a prominent part 
in the organization and advancement of his department 
at the Royal Infirmary, but he was also for twelve years 
assistant editor of the Bristol Medico-Chirurgical Journal, 
and for a further fourteen years, from 1912 to 1926, its 
editor. His eminence in the profession, as well as his 
work for the University, was recognized in 1932 by the 
conferment upon him of the honorary degree of M.D. in 
the University of Bristol. 


His life work may be summed up into three periods. 
The initial phase was that of the physician taking an 
interest in laryngology, and particularly in helping it to 
evolve into a recognized specialized branch of surgery. 
In the second phase, having appreciated the wide possi- 
bilities open to the laryngologist by the evolution of 
modern surgery, he threw himself with extraordinary 
perseverance, ingenuity, and intelligence into the elabora- 
tion of the technique of operations, particularly those 
designed for the treatment of infections of the nasal 
accessory sinuses. As a result of this phase of his work 
instruments and methods devised by him are in use in all 
parts of the world. The third phase is represented by 
a combination of the outlook of the general physician 
and the operating surgeon. Here he set himself to empha- 
size the neglected close association between infection, 
particularly in the region of the nose and throat, and 
general constitutional disease, his opinions on this subject 
being well in advance of his time. He has left behind 
him many contributions to medical literature, and, apart 
from articles in the various journals, he wrote a textbook, 
Diseases of the Upper Respiratory Tract, and articles on 
diseases of the nose, throat, and trachea in Clifford Allbutt’s 
System of Medicine. More recently, as evidence of the 
third phase, he wrote a book. Chronic Nasal Sinusitis and 
its Relation to General Medicine. As an artist he was 
highly accomplished, evidence of this gift being furnished 
by the many illustrations in his work which emanated 
from his own pencil. It was a real pleasure to watch 
him rapidly sketch pathological conditions which he might 
be demonstrating. 

Patrick Watson-Williams was a man of considerable 
charm of manner and of bountiful hospitality. While 
he never failed to give of his own experience and opinions, 
he always received courteously the views of others. He 
leaves a widow, the daughter of the late Dr. Long Fox, 
an eminent Bristol physician in whose memory a lecture- 
ship has been founded ; and one of his sons, Eric Watson- 
Williams, is in charge of the department which his father 
founded at the Bristol Royal Infirmary. 

A. J. W. 


{The photograph reproduced is- by Elliott and Fry, Ltd.] 


The following well-known foreign medical men have 
recently died: Dr. ERNeEst MALvoz, an eminent medical 
sociologist of Liége, aged 76: Dr. ALONZO GALE Howarpb, 
emeritus professor of orthopaedics at the Boston 


University School of Medicine, aged 68; and Dr. 
PAUL STRASSMANN, an eminent Berlin gynaecologist, 


aged 72. 
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JANE WALKER, C.H., LL.D., M.D. 
Founder of the Medical Women’s Federation; Medical Super- 
intendent, East Anglian Sanatorium, Nayland 
Dr. Jane Walker died at her home in Harley Street on 
November 17 at the age of 79. Dr. Walker was well 
known as one of the pioneers of the open-air treatment 
of tuberculosis, and was perhaps the oldest medical 
woman still in practice in this country. She remained at 
work until a few days before her death. 

Born in Dewsbury, Yorkshire, on October 24, 1859, 
Jane Harriett Walker was educated at Southport and at 
the London School of Medicine for Women. She took 
the L.R.C.P.I. and L.M. in 
1884, and the L.R.C.S.Ed. in 
1889. She continued her 
studies abroad, and became 
an M.D. of Brussels in 1890, 
at a time when she could 
not have obtained a doctorate 
in medicine from any British 
university. She was always 
interested in paediatrics, and 
acted as a Clinical assistant at 
the East London Hospital 
and later as resident medical 
officer to the Wirral Chil- 
dren’s Hospital. She was later 
in general practice for a 
while, but the work by which 
she will be remembered 
A visit to the Nordrach Colony in the 





began in 1892. 
Black Forest, which had been founded in 1888, made her 
one of the early advocates of the open-air treatment of 


Advocacy became action in 1892, when she 
took a farmhouse at Downham Market, Norfolk, and 
created there a small sanatorium. This centre, which 
began with only six beds, developed rapidly, a small home 
for paying patients being opened in a_ neighbouring 
village, and in 1901 was transferred to Maltings, near 
Nayland, Suffolk, as the East Anglian Sanatorium. To 
this sanatorium a department for the poorer members of 
the community was added in 1904; a ward for children 
in 1912; a section for tuberculous soldiers in 1916, and 
for officers in 1919. 


Dr. Jane Walker was a woman of great energy and 
force of character, with many interests in life both within 
and outside her profession. She was a founder and for a 
long time treasurer of the Medical Women’s Federation, 
and afterwards its president and honorary secretary. She 
had been physician to the Elizabeth Garrett Anderson 
Hospital ; a member of the Departmental Committee on 
the provision for treatment of tuberculosis (the Astor 
Committee): and she served on the West Suffolk Agri- 
cultural Committee and other public bodies. She wrote 
numerous articles on social questions of the day, and 
published a book, The Modern Nursing of Consumption, 
which reached a second edition in 1924, and a Handbook 
for Mothers. She was one of the early suffragists, and for 
eighteen years treasurer of the Association for Moral and 
Social Hygiene. Her outstanding services to medicine and 
the community were recognized in 1931 by the award of 
the Companionship of Honour; in the same year she 
received the honorary degree of LL.D. from the University 
of Leeds. Dr. Walker joined the British Medical Associa- 
tion forty-five years ago, and was vice-president of the 
Section of Tuberculosis at the Portsmouth Annual Meeting 
in 1923. She was also a regular attendant at the meetings 
of the Joint Tuberculosis Council. 


tuberculosis. 


In October, 1939, Dr. Jane Walker would have been 
80, and would have been able to celebrate the diamond 
jubilee of her entry into medicine. A scheme was on foot 
to establish in celebration of this event a Jane Walker 
Juvenile Research Clinic at Nayland. 


Lady Barrett, C.H., M.D., writes: 

With the passing of Dr. Jane Walker another pioneer 
for the equal rights of men and women has left us. Liberty 
and opportunity for the development of the inherent 
powers in every human being were the aims for which she 
strove, and difficulties and opposition but fed in her the 
will to achieve. It was natural therefore that politically 
she stood with the Labour Party, and in foreign affairs 
her sympathy was with the right of small nations to retain 
their freedom. Others will doubtless speak of her life- 
work in tuberculosis and the introduction of occupational 
therapy in her sanatorium for sufferers after the war. It 
may surprise some, who met her only in the worlds of 
medicine and politics, to realize that inthe life of this 
active fighter there was time for a very real appreciation 
of the arts, especially music and painting. A_ lovable 
friend was Jane Walker, who could swear at you at one 
moment and grasp your hand in real and eternal friend- 
ship the next. 

{The photograph reproduced is by Elliott and Fry, Ltd.] 


A. BOSWORTH WRIGHT, J.P., M.R.C.S. 


We announce with regret the death on November 9 of 
Dr. A. Bosworth Wright of Southsea. Alfred Bosworth 
Wright was born at Wellingborough on July 11, 1872, son 
of the late Dr. Brampton Wright. His family moved to 
Southsea, and he was educated at the Portsmouth 
Grammar School, entering the London Hospital in 1890 
where, after qualifying M.R.C.S., L.R.C.P., he became 
house-physician, receiving-room officer, and house-surgeon; 
He started practice in Southsea and became a member of 
the British Medical Association in 1899. When the Royal 
Portsmouth Hospital was reorganized he was appointed 
assistant surgeon, a post he held from 1900 to 1908, when 
he became full surgeon. With the late C. P. Childe and 
Munro Ford the surgical work of the Royal Portsmouth 
Hospital rapidly went forward, and Bosworth Wright took 
his full share in its development. In spite of a large 
general and surgical practice he found time to do much 
hospital surgical work, and his cheerful- disposition and 
general good fellowship made him deservedly popular with 
everyone. 


Dr. Wright was an original member of the Portsmouth 
Rotary Club and later became its president, but he was 
chiefly known for his great interest in the Boys Club and the 
boys’ work generally. He entered public life in 1920 asa 
member of the Portsmouth City Council, and became 
Alderman in 1935. From 1922 to 1923 he was president 
of the Southern Branch of the British Medical Associa- 
tion, and in 1923 was vice-president of the Section of 
Obstetrics and Gynaecology at the Annual Meeting at 
Portsmouth. Owing to the twenty years’ rule for full 
surgeons at the Portsmouth Hospital he had to retire from 
the active staff at the early age of 56, but he threw himself 
with energy into the work of transforming the Poor Law 
infirmary into a modern general hospital—St. Mary's 
Hospital, of which he was governor. His splendid 
physique began to show signs of strain, and two or three 
years ago he was ill for some weeks with threatening heart 
trouble. It was obvious that he was working at too great 
a pressure, and the end came suddenly after a short illness 
of about a day and a half. Ever ready to do a kindness and 
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to help any of his professional brethren, or indeed anyone 
in Portsmouth, he will be greatly missed, and his experi- 
ence and skill will be difficult to replace, particularly in 
the work of the city council, to which he gave so much of 
his time. There was a large and representative gathering 
at Portsmouth Cathedral on November 12 to pay its last 
respects to a colleague greatly loved and greatly missed. 
He leaves a widow, to whom much sympathy has gone out. 

Dr. A. E. Sears of Milford-on-Sea writes: 

My knowledge of and friendship with * A. B. W.° extend 
over forty-eight years, from the time when we entered the 
London Hospital as students together in 1890. The out- 
standing feature of his personality was his lovable disposi- 
tion, Which embraced all classes, and his detestation of 
all shams and affectations. His never-failing sense of 
humour, his cheerful and hearty manner, and, above all, 
his transparent honesty, made him trusted and respected 
by all who knew him. He always had a touch of the 
szaman’s roll in his walk, and his leisurely pregress down 
the streets was interrupted by frequent checks. Perhaps 
it was an urchin who sold papers and who was addressed 
as “ George” or “ Bill” with an inquiry as to “how 
business was,” or an elderly matron in a small shop to 
ask after the health of herself or her family. In fact, 
progress was so slow that he would be left while his 
companion hurried on to the evening meal, to which 
Wright would return when foed and plates were almost 
cold, with apologies to the landlady and the cheerful 
assurance that he preferred a lukewarm dinner. From 
class-consciousness he was entirely free, and though he 
was a respecter of persons entitled to regard by reason 
of their abilities or personal attributes, his manner to 
the pretentious was one of good-humoured tolerance. 
In short, “ A. B. W.” was a big man with a big heart, with 
a shrewd insight into character and a belief in the innate 
goodness of his fellow men, which sprang from the great- 
ness Of his own individuality. 


We regret to announce the death on November !2 of Dr. 
ErneL Stacy of Bedford. Dr. Stacy studied medicine at 
the London School of Medicine for Women, and qualified 
LS.A. in 1902 and M.B., B.S.Lond. in 1904. She had 
been a member of the British Medical Association for 
thirty-five years. A colleague writes: Dr. Ethel Stacy estab- 
lished herself as a general practitioner in Bedford when a 
woman still needed something of the pioneer spirit in order 
to engage in the practice of medicine, especially in the 
provinces, and the same spirit informed her many activities 
in the town of her adoption. She took a prominent part 
in organizing the first infant welfare centre in Bedford, 
Which was later taken over by the town council, and an 
active interest in the Bedford District Nursing Associa- 
tion, the County Red Cross Association, and the Bedford 
and County Girls’ Home. of which she was for many 
years honorary medical officer. She also found the time to 
sit on the Maternity and Child Welfare Subcommittee of 
the British Medical Association, and on the Board of 
Governors of the East Anglian Sanatorium, Nayland. 
Her determined optimism, sound common sense, complete 
disregard of self, and refreshing unconventionality of 
outlook made her a most valued member of committee 
as they made her a most valued friend, and in either 
sphere she never refused any call that was made upon her. 
As a family doctor she had a remarkable power of absorb- 
ing all the details of her patients’ daily lives and surround- 
Ings, and never lost sight of the patient in treating the 
disease or failed to treat the patient because the disease 
Was incurable. Her own optimism was of a quality which 
could scarcely fail to communicate itself even to the most 
Severely ill. As physician, as friend, and as a worker in 
all good causes she leaves a place that cannot be filled, 
and her untimely death will be deeply mourned. 
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Medical Notes in Parliament 





Business set down for the House of Lords this week 
included the Marriage (Scotland) Bill. The House of 
Commons considered the possibility of aiding refugees, 
and Palestine policy was down for discussion. 

The Parliamentary Medical Committee met at the 
House of Commons on November 21, Sir Francis Fre- 
mantle in the chair, and sent a message of sympathy to 
Dr. Salter, who had been ill. Dr. Hill, Deputy Secretary 
of the British Medical Association, attended the meeting 
and gave an account of the efforts by the Association in 
the past eighteen months to prepare the part of the 
medical profession in air defence. He stated that a few 
weeks before the recent crisis 95 per cent. of the profes- 
sion accepted further obligations. The Government had 
now undertaken to keep up the register then compiled. 
Dr. Hill pointed out deficiencies which required to be 
made good in the national preparations for the use of 
medical men’s services and the need for co-operation 
between Government Departments. The Committee 
showed its interest in the motion on these matters, which 
is to be moved by Sir Francis Fremantle in the House 
of Commons on November 30. 

Dr. Elliot has accepted an invitation to dine with the 
Parliamentary Medical Committee at the House of 
Commons on December 14. Former members of the 
Committee will also be invited. 

Major B. H. H. Neven-Spence has become Parlia- 
mentary Private Secretary to Dr. Elliot. 

The annual reports of the National Radium Trust and 
Radium Commission for 1937-8 have been presented to 
both Houses. 


New Bills 


The Voluntary Hospitals (Relief from Rating) Bill proposes 
that notwithstanding anything contained in any local or general 
Act of Parliament no body or person shall be liable to pay 
rates in respect of any lands or buildings used for the purposes 
of a voluntary hospital. “ Voluntary hospital” is defined as 
an institution, not being an institution which is carried on for 
profit or which is maintained wholly or mainly at the expense 
of the rates, which provides medical or surgical treatment for 
in-patients. The Bill does not extend to Scotland or Northern 
Ireland. 

The Expiring Laws Continuance Bill was introduced in the 
House of Commons on May 16. 


Penal Reform Bill: Proposals for Mental Cases 


Phe text of the Criminal Justice Bill was issued on Novem: 


ber 16. This measure has been introduced by Sir Samuel 
Hoare. The following are its proposals concerning mental 
cases. 


Clause 38 proposes to give improved facilities to courts of 
summary jurisdiction in England and Wales to obtain a 
medical report on the mental condition of an offender in 
order to assist the court in deciding how to deal with him. 
At present such a report can be obtained if the offender is 
remanded to prison, but it may be difficult for a court to 
obtain such a report otherwise. The clause enables the court 
to remand an offender on bail with a requirement that he 
submits himself to medical examination, and provides for 
payment of the cost of medical examinations at approved 
institutions or by approved persons. This clause does not 
apply to Scotland. 

If an offender is certifiable as a mental defective the court, 
in lieu of sentencing him, may, under the existing law. make 
an order for him to be dealt with as a mental defective.  !f 
an oftender is certifiable as insane, a court of summary juris- 
diction in England and Wales has no similar power. Clause 
39 will enable courts of summary jurisdiction to make an 
order for the treatment of an offender who is certifiable as 
insane in the same way as they can at present make an order 
for the treatment of an offender who is mentally defective. 
This clause does not apply to Scotland. 
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There are offenders who, though not certifiable as insane 
or mentally defective, are suffering from some form of mental 
illness or abnormality which is susceptible to treatment. Clause 
19 provides that probation orders may include a provision 
requiring such persons to submit themselves to mental treat- 
ment, and Clause 6 enables payment to be made for such 
treatment as part of the expenses of probation committees. 
These clauses do not apply to Scotland. 

Persons who, when committed for trial on indictment, are 
found to be insane on arraignment or are found guilty but 
insane, and persons certified insane while serving a term of 
imprisonment or penal servitude, become “ criminal lunatics ~ 
and are liable to detention in the State Criminal Lunatic 
Asylum at Broadmoor or a mental hospital. Analogous pro- 
visions are in operation in Scotland. It is proposed by Clause 
67 to substitute for the term “criminal lunatic” the term 
“State mental patient,” and to call the State institution at 
Broadmoor the Criminal Lunatic Department of Perth Prison, 
and the State Asylum now being built in Lanarkshire, “ State 
Mental Hospitals.” 

It is also proposed by Clause 68 to transfer the responsibility 
for the control and management of the Broadmoor institution 
to the Board of Control, which is the authority responsible 
for the management of the State institution for mental defec- 
tives and for the supervision of all mental institutions in 
England and Wales. The responsibility as regards the dis- 
charge from custody of State mental patients will still remain 
with the Secretary of State. 

STATE REMAND HOMES 

On Clause 11 the following explanation is furnished: 

In addition to the remand homes provided at present by 
local authorities under the Children and Young Persons Acts 
for persons under 17, there is need for special remand homes 
for “ problem ™ cases of children and young persons under 17 
requiring special medical observation. The number of such 
cases arising in the area of any one local authority is limited, 
and such a special remand home will serve a large region 
comprising many local authorities. In view of the difficulty 
of arranging for local authorities to provide such a regional 
institution, it is proposed by Clause 11 to authorize the Secre- 
tary of State to provide such places, and to preserve the 
existing financial arrangement under which the cost of remand 
homes is divided between the Exchequer and local authorities, 
by requiring the local authorities using the State remand home 
to contribute to the cost. This clause does not apply to 
Scotland. 

CORPORAL PUNISHMENT 

Clause 32 proposes to give effect to the recommendation 
of the Departmental Committee on Corporal Punishment that 
the existing powers of the courts to pass sentences of corporal 
punishment should be abolished. 

Clause 47 gives effect to the Committee’s recommendations 
for amending the law relating to corporal punishment as a 
method of dealing with certain serious prison offences. 

Other clauses deal with the treatment of young offenders, the 
classification of prisoners, and other ameliorations of the penal 
system. 


Milk Industry Bill 


Mr. W. S. Morrison introduced the Milk Industry Bill on 
November 16. 

Part I provides for the constitution of a Milk Commission 
and of a Milk Advisory Committee. 

Part II provides, in respect of the period ending September 
30, 1943, for the offer of increased inducements by milk 
marketing boards, with the assistance of substantial Exchequer 
contributions, for the provision of cleaner and purer milk. 
It is proposed that these provisions shall operate retro- 
spectively as from October 1, 1938, and in anticipation of this 
the Milk Marketing Board for England and Wales and the 
Scottish Milk Marketing Board have already made arrange- 
ments, so far as practicable, for paying increased rates of 
premiums corresponding to those foreshadowed in the white 
paper on milk policy on the designated milks concerned and 
milk from attested herds. 

Part III of the Bill extends until the end of September, 1943, 
the period during which Exchequer assistance will be available 
to enable milk marketing boards to operate the milk-in-schools 
schemes, and the proposed schemes for the provision of milk 
at reduced prices for nursing and expectant mothers and 
young children. 
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Part VII of the Bill enables the Minister of Health or the 
Department of Health for Scotland to make pasteurization 
orders on the application of a local authority, if the Minister 
or Department, after consultation with the Milk Commission, 
is satisfied that it is proper in the circumstances so to do 
having regard to the needs of consumers and the interests of 
retailers in the area. Such orders will prohibit, after a 
specified date, not earlier than two years after the making of 
the order, the sale by retail in the area concerned, for human 
consumption, of milk that is not either pasteurized, sterilized, 
tuberculin tested, or certified. Provision is, however, made for 
securing that retailers in the area who obtain 80 per cent. 
of their supplies from a single herd may secure exemption 
for such milk for a further three years after the prohibition 
would otherwise operate. A local authority that intends to 
apply for an order is required to give at least four weeks’ 
notice of its intention, and provision is made for an inquiry 
into objections to the making of any order. A pasteurization 
order may, with necessary adaptation, extend also to cream. 


Part VIII of the Bill provides for the co-ordination of 
expenditure by the various sections of the industry on research. 


Road Accidents and Speed Limit 


A motion viewing with concern the continued high rate 
of road accidents and calling for more effective action for the 
public safety was moved on November 16 by Mr. F. C, 
Watkins. Mr. WATKINS said that during the past ten years 
70,000 people had been killed and more than 2,000,000 
injured on the roads. Over a number of years one in every 
seven of the people killed had been either 5 or 6 years of 
age. Nearly a quarter of the injured were boys and girls. 
The Ministry of Transport analysis of accidents showed that 
where there was a facility for increased speed, however good 
the lighting and the surface, people were killed and the hos 
pitals received the injured. 

Mr. BuRGIN said the statistics of the Registrar-General 
showed some 20,000 fatal accidents in a year from a variety 
of causes. Deaths on the roads were the shocking figure of 
6,000 or 6,500. Deaths on the roadways of the United States 
in 1937 were over 40,000 and in Germany approximately 
8,000. Of road accidents in Great Britain involving personal 
injury 70 per cent. occurred in daylight, 4 per cent. in dusk, 
and the rest in the dark. Of all accidents 76 per cent. hap- 
pened in areas where there was a speed limit, because accidents 
and congestion were two aspects of the same problem. The 
human factor was and would remain the principal cause of 
accidents. 


The House carried without a division the motion proposed 
by Mr. Watkins. 


Abolition of the Death Penalty 


On November 16 Mr. VyvyaAN ADAMS moved a motion 
declaring that the House of Commons would welcome legisla- 
tion by which the death penalty would be abolished in time 
of peace for an experimental period of five years. He said 
that yearly, in the past decade, fifty-five persons were charged 
with murder, excluding infanticides. which on the average 
numbered about fifteen. Twenty was a normal yearly figure for 
death sentences, and as a rule fewer than ten were executed. 
Juries were frequently reluctant to convict on capital charges 
and might return a verdict of “Guilty but insane.” Lord 
Darling, giving evidence before the Select Committee on the 
Abolition of the Death Penalty, had said: “1 have heard 
people in charge of criminal asylums say that there are 
several people in the asylums as sane as the judges who 
tried them. 


Mr. MAXWELL FyFE moved the rejection of the motion. 


Mr. Georrrey Lioyp said this was the first occasion on 
which the House had been asked to declare itself in favour 
of an experiment of this kind. The only recent occasion on 
which capital punishment was debated in Parliament was in 
1929. As a result a Select Committee was set up on the 
subject. The report of that committee contained a recom 
mendation in the terms of the motion moved by Mr. Vyvyat 
Adams, but that report was presented after six members of the 
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committee had withdrawn. It could not be accepted as ex- 
pressing the views of representative members of all parties 
in the House. Mr. Lloyd added that there was no support, in 
the experience of the Home Office, for the presumption that 
juries in murder cases were reluctant to convict. 

Mr. Vyvyan Adams’s motion was carried by 114 to 89. 


Insurance” Practitioners and Postgraduate Courses.-—On 
November 14 Dr. Elliot informed Mr. Rostron Duckworth 
that fifty-eight of the insurance practitioners practising in 
England attended a short series of experimental courses of 
postgraduate medical instruction in the autumn of 1937, and 
862 would have attended courses this year when the current 
programme was completed this month. 


Medical Certificates—On November 14 Mr. Ruys Davies 
asked the Minister of Health if he was aware that although 
panel doctors received the same fee of 9s. per annum in respect 
of young persons between 14 and 16 years as for those between 
16 and 65, some of them charged a fee for medical certificates 
for the first category when required for claiming benefit from 
sources other than national health insurance, though they 
were compelled to issue certificates for the second category 
for the same panel fee. Dr. ELtiot replied that an insurance 
practitioner was obliged to give medical certificates without 
charge only if they were required for the purposes of national 
health insurance. He was entitled to make a charge for a 
certificate which was not required for those purposes, whether 
in respect of a juvenile contributor or of an adult insured 
person. 


Vaccination Fees—Mr. Leacnw asked, on November 10, 
under what Act of Parliament or Ministerial Order a borough 
council acted when paying vaccination fees to persons other 
than public vaccinators and vaccination officers. Dr. ELvior, 
in reply, said the Public Health (Small-pox Prevention) Regu- 


lations, 1917, authorized the payment of fees to medical 
officers of health for the vaccination and revaccination of 
contacts. The Vaccination Order, 1930, empowered local 


authorities to appoint “ assistants” to vaccination officers. 
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The annual reunion dinner of the London (Royal Free 
Hospital) School of Medicine for Women will be held at the 
Savoy Hotel on Thursday, December 1, at 7 for 7.30. 


The annual dinner of the Westminster Hospital Medical 
School, which was postponed from October 1, will be held at 
the Trocadero’ Restaurant, Piccadilly, W., on Tuesday, 
December 13, at 7.30 for 8 p.m. with Dr. Adolphe Abrahams, 
dean of the medical school, in the chair. 


The next dinner of the Oxford Graduates Medical Club 
will be held.on December 16 at the Langham Hotel, London, 
When the chair will be taken by Mr. H. S. Souttar. The 
price of tickets is 12s. 6d. each person (exclusive of wine). 
Further information may be obtained from the honorary 
secretary, Mr. E. A. Crook, 99, Harley Street, W.1. 


A dinner will be held on November 29 at the Savoy Hotel, 
London, in aid of funds for the Institute for the Scientific 
Treatment of Delinquency. The chair will be taken by 
Viscount Hailsham, and the speakers will be the Lord 
Chancellor, Viscount Samuel, Lord Roche, Mr. St. John 
Hutchinson, and Dr. Denis Carroll. The Institute is entirely 
dependent on voluntary contributions. and funds are urgently 
needed both for the maintenance of existing activities and for 
future research work. Tickets, 30s. each, may be obtained 
from the chairman of the dinner committee, the Countess De 
La Warr, 20, Chester Square, S.W.1. 


The second annual dinner of the London Manchester 
Medical Society will be held at the Trocadero on Thursday, 
December 8, at 7.45 for 8 p.m. Tickets (12s. 6d. each) are 
obtainable from the secretary, Mr. Albert Davis, 93, Harley 
Street, W.1, from whom further particulars may be obtained. 
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Work on the northern wing of the British Medical Associa- 
tion’s new building has now begun and it has been necessary 
to put the existing garage out of action until the completion 
of the new car accommodation to be provided in the basement. 
The loss of this garage renders the task of parking cars at 
B.M.A. House a difficult one, and members visiting the House 
and attending meetings are asked to co-operate with Head- 
quarters by refraining from using their cars whenever it is 
possible, in order to relieve the congestion. 

The Lord Chancellor has appointed Dr. Albert Edward 
Evans, a Commissioner at the Board of Control, to be a 
Chancery Visitor of Lunatics, in the place of Lieutenant- 
Colonel Nathan Raw, C.M.G., M.D., who has retired. 

In our advertisement columns this week the University of 
London invites applications for (a) the University Chair of 
Medicine tenable at University College Hospital Medical 
School, and (b) the University Readership in Medicine tenable 
at the British Postgraduate Medical School. The salaries 
attached to the posts are £2,000 per annum and £800 per 
annum respectively. 

The annual dinner of the Old Epsomian Club will be held 
at the Café Royal, Regent Street, W., on Thursday, December 
8, at 7 for 7.30 p.m. 

The Glasgow University Club, London, will dine at the Café 
Royal, W., on Friday, December 2, at 7.15 for 7.30 p.m., 
with Mr. W. Craig Henderson, K.C., D.Sc., in the chair. Any 
Glasgow University men who, though not members of the 
club, desire to attend are requested to communicate with the 
honorary secretaries, 62, Harley House, N.W.1. 

A meeting of the Listerian Society of King’s College Hospital 
will be held at the hospital (Denmark Hill, $.E.) on Wednesday, 
November 30, at 8.30 p.m., when Sir Harold Gillies will give 
an address on “ Plastic Surgery ” and will show cases and films. 
Dr. W. Sheldon will occupy the chair. 

The German clinics in Prague which were closed at the 
time of the occupation of the Sudeten districts have been 
reopened under the direction of Professor W. Nonnenbruch. 


The Society of Chemical Industry celebrated on Novem- 
ber 24 the centenary of Sir William Perkin, the discoverer 
in 1856 of the first aniline dvestuff, mauve. 

On November 10 Queen Mary paid a visit to the new 
premises of the Children’s Centre, Institute of Child Psycho- 
logy. She was ‘received by the vice-chairman, Dr. Hazel 
Chodak Gregory (in the absence through illness of the chair- 
man, Professor Winifred Cullis). The two honorary directors, 
Dr. Margaret Lowenfeld and Dr. Ethel Dukes, accompanied 
Her Majesty on a tour of the building and explained to her 
the work of the Institute. In the play-therapy department 
the special methods of treatment were demonstrated to her. 
She paid visits also to the physical re-education and rhythm 
department, and observed intelligence tests in progress. 

Major B. H. H. Neven-Spence, R.A.M.C. (ret.), has been 
appointed Parliamentary Private Secretary to the Minister of 
Health in the place of Mr. Allan Chapman. 


EPIDEMIOLOGICAL NOTES* 

Typhoid at Shoreditch 
In the late afternoon of November 9 information of three 
cases of typhoid fever was telephoned to the Public 
Health Department at Shoreditch with a statement that 
two relatives of the patients were at home with similar 
symptoms. Inquiries at the patients’ homes were put in 
hand forthwith and the Ministry of Health and the 
London County Council were notified that evening. Since 
that time the Public Health Department has been con- 
tinually in touch with medical officers at the Ministry and 
has been greatly assisted by the advice and co-operation 
of Dr. Norman Smith. Further cases of typhoid fever 
have occurred or have been discovered since that date, 
and the position at midday, November 23, was that 24 
* Except where otherwise mentioned, figures in parentheses refer 

to the week preceding the one under review. 
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cases had been notified as occurring in the borough among 
borough residents, 2 cases in persons working in the 
borough but living outside, and | case in a child living 
in Essex who came into the borough one evening a week 
to visit relatives who are among the borough cases. One 
patient had died. Medical practitioners in the borough 
and surrounding medical officers of health were informed 
of the position on Thursday, November 10, and one or 
two doctors who made inquiries were told that if they 
wished to vaccinate contacts the cost would probably be 
paid by the borough council. Serum was not considered 
advisable. Medical practitioners were further informed 
as to the position on the following Tuesday, and a meet- 
ing was called for the Wednesday afternoon to discuss 
further means of mutual co-operation. Here, with the 
authority of the Public Health Committee, it was agreed 
to have available for contacts and other suitable persons 
a scheme for vaccination, to be run on similar lines to 
the British Medical Association’s diphtheria immuniza- 
tion scheme. Detailed inquiries suggested almost from 
the beginning a common source of infection through 
ingested foodstuffs, and events which have subsequently 
occurred have served to strengthen this belief. It is 
understood that the turnover in the sale of foodstuffs 
which might possibly be the vehicle for spreading infec- 
tion is such that little was likely to remain unsold for 
more than a week, and probably none for more than a 
fortnight. As the date of first infection was about the 
middle of October the originally infected foodstuff had 
been disposed of before the first cases were notified. 
Unfortunately it has not yet been possible to trace the 
actual person or source responsible for the contamina- 
tion, although detailed personal and family histories have 
been obtained from possible food-contacts and some thirty 
bloods tested for Widal reactions. Much work has had 
to be done to eliminate other sources of infection, in- 
cluding the water supply, miik supply, and certain other 
foods. The variability of the incubation period is another 
difficulty in differentiating between primary and secondary 
cases, of which latter, owing to the poorness and con- 
gestion of some of the infected houses, there are likely 
to be iurther cases during the next week or so. 


Poliomyelitis 


In the week under review the greatest fall, from 70 to SI, 
has been recorded since the present epidemic began in the 
first week of July. The disease remains widespread in a 
rather sporadic fashion. As regards the 51 cases notified in 
England and Wales, the counties chiefly affected were: South- 
ampton 5 (Bournemouth 1, Eastleigh 1, Petersfield 1, Ring- 
wood and Fordingbridge 1, Southampton 1); Leicester 4 (1 
in Leicester and 3 in the administrative county); Durham 3 
(Billingham 1, Ryton 1, Stockton 1): Kent 3 (1 each in 
Orpington, Sevenoaks, and Maidstone): Lincoln 3 (Scunthorpe 
2, Welton 1); London 3 (1 each in Deptford, Lewisham, and 
Southwark) ; Oxford 3 (Oxford 2, Witney 1): Surrey 3 (Epsom 
and Ewell 2, Beddington and Wallington 1): Sussex 3 (Cuck- 
field 2, Horsham 1); Yorks N. Riding 3 (Guisborough 2, 
Richmond 1); Glamorgan 3 (all in Cardiff). Of the cases in 
Scotland, 1 each occurred in Glasgow and Edinburgh. During 
the week ended October 22 the number of cases of poliomye- 
litis in Germany (excluding Austria) was 342, compared with 
364 in the previous week ; increases were recorded in Saxony 
50 (39) and Hessen 19 (7). In Austria the number rose from 
13 to 19. During the week under review 250 cases wefe 
recorded in Germany ; there was a decline in the disease in 
all parts of the country except Baden, where notifications rose 
from 24 to 28. During the week 28 cases were reported in 
Holland: 15 in the Province of South Holland (10 in the 
Rotterdam district) and 6 in the district of Harlingen. In 
Denmark during September 92 cases were recorded: 15 in the 
Aalborg district and 17 in the district of Hjoring. During 
the same period 99 non-paralytic cases were recorded: 12 
each in the districts of Aalborg and Hjoring and 10 in the 
district of Odensee (Jutland). In the first fortnight of Octo- 
ber 165 cases were recorded in Sweden, of which 37 were 
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non-paralytic. compared with 162 (66 non-paralytic) in the 
preceding fortnight. Of the 165 cases, 33 occurred in the 
rural district of Jamtlands, 26 in the rural district of Kristian- 
stads province, and 13 in Viasternorrlands. 


Primary and Influenzal Pneumonia 


In England and Wales a considerable increase was recorded: 
799 as against 583, the figures for London being 97 as against 
75. Deaths fell from 37 to 28 in the Great Towns, and in 
London from 7 to 1. The counties principally affected were: 
Lancaster 125 (Manchester 47, Liverpool 24); London 97 
(Stepney 11, Poplar 9, Lambeth 8): Durham 49 (Sunderland 
17): Essex 39: Warwick 38 (32 in Birmingham): Yorks West 
Riding 78 (Sheffield 23, Leeds 14). There were 5 deaths from 
influenza in Birmingham, 3 in Manchester, 2 in Sheffield, 2 
in Walsall. Notifications of primary pneumonia in Scotland 
rose from 272 to 367; the centres principally involved were 
Glasgow 234 (183); Dundee 21 (9); Lanark Co. 21 (10); Aber- 
deen 13 (9); Port Glasgow 10 (0). During the week there 
were 6 deaths from influenza in the 16 Great Towns—S in 
Glasgow and 1 in Edinburgh. 


Diphtheria and Scarlet Fever 


A very small decrease in the notifications of diphtheria was 
recorded in England and Wales during the week: 1,445 com- 
pared with 1,457, and in London 141 compared with 145, 
The chief centres affected were London 141 (Lambeth 18 
(9), Poplar 11 (16), St. Pancras 9 (2), Camberwell 9 (8)); 
Birmingham 35 (24): Bristol 31 (33): Sheffield 26 (26): Liver- 
pool 26 (48); Leeds 23 (31): Cardiff 18 (9); Easington 18 
(21); South Shields 15 (25). Of the 23 deaths from diphtheria 
in the Great Towns of England and Wales. 4 were in Liver- 
pool, while in no other town did more than 1 death occur. 
In Scotland notifications of diphtheria rose from 253 to 291; 
the principal centres affected were Glasgow 97 (77); Lanark 
Co. 20 (18): Edinburgh 18 (15); Renfrew Co. 16 (13); 
Aberdeen 14 (18). One death (in Glasgow) was reported. 

There was a fall in the incidence of scarlet fever in England, 
Wales, and Ireland, and a rise in Scotland from 403 to 435. 
The principal towns affected were London 170 (Wandsworth 
17 (13), Stepney 14 (13), Camberwell 12 (8), Lambeth 12 (11)); 
Liverpool Si (62): Bristol 38 (33); Birmingham 37 (38): 
Manchester 34 (28): Portsmouth 33 (18); Leeds 28 (28): 
Sheffield 26 (25): Stoke-on-Trent 26 (31). There was one 
death (in London). 


Measles and Whooping-cough 


-Twenty-five cases of measles were notified in London during 
the week compared with 22 in the previous week. More 
than 2 cases were notified in St. Pancras 4 and Stepney 3. 
There was one death in Dagenham. In Scotland 32 cases 
were notified and there were no deaths. In London notifica- 
tions of whooping-cough rose from 141 to 145. The chief 
boroughs affected were Kensington 13, Stepney 12, St. Pancras, 
Islington, Poplar, and Wandsworth 11 each. Of the 169 cases 
of whooping-cough notified in. Scotland 225 (158) were in 
Glasgow, 14 (11) in Paisley, 8 (4) in Greenock, and 8 (11) in 
Edinburgh All three deaths reported were in Glasgow. 


Cholera and Plague 


During the week under review there were 391 (418) cases 
of cholera and 204 (229) deaths in the Central Provinces of 
India, 250 cases (324) and 105 (136) deaths in Bombay Presi- 
dency, and 210 cases (104) and 108 (51) deaths in the United 
Provinces. 

In British India during the same week there were 186 (155) 
cases of plague with 19 (13) deaths in the Central Provinces, 
33 (30) cases and 14 (15) deaths in Bombay Presidency, and 
86 (43) cases and 67 (31) deaths in Burma. Reports have 
come to hand of a severe outbreak of bubonic plague in the 
Gorlos Southern Banner district between Hsinking and Taonan. 
The outbreak started at the beginning of October, and by 
the 24th of the month over 250 fatal cases had been reported, 
the mortality rate being 99 per cent. 
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All communications in regard to editorial business should be 
addressed to THE EDITOR, British MepicaL JOURNAL, B.M.A. 
House, TavisrocK SQuarE, W.C.1 

ORIGINAL ARTICLES aad LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone, 
unless the contrary be stated. Correspondents who wish notice 
to be taken of their communications should authenticate them 
with their names, not necessarily for publication. 

Authors desiring REPRINTS of their articles published in the 
British Medical Journal must communicate with the Secretary. 
B.M.A. House, Tavistock Square, W.C.1, on receipt of proofs. 
Authors over-seas should indicate on MSS. if reprints are 
required, as proofs are not sent abroad. 

ADVERTISEMENTS.—AIL communications should be addressed 
to the Advertisement Manager (office hours 9 a.m. to 5S p.m.). 
Orders for copies of the Journal and communications with 
reference to subscriptions should be addressed to the Secretary, 
B.M.A. House. 

The TELEPHONE NuMBER of the British Medical Association and 
the British Medical Journal is EUSTON 2111. 

The TELEGRAPHIC ADDRESSES are 
EDITOR OF THE BRITISH MEDICAL JOURNAL, Aitiology 

Westcent, London, 
SECRETARY, Medisecra Westcent, London. 

The address of the B.M.A. Scottish Office is 7, Drumsheugh 
Gardens, Edinburgh (telegrams: Associate, Edinburgh; _ tele- 
phone 24361 Edinburgh), and of the Office of the Cumann 
Doctuiri na h-Eireann (1.M.A. and B.M.A.), 18, Kildare Street, 
Dublin (telegrams: Bacillus, Dublin; telephone 62550 Dublin.) 


QUERIES AND ANSWERS 


Hypertonia in Post-encephalitic Parkinsonism 


Dr. E. W. Dewey (Portsmouth) writes: I should be grateful 
for suggestions for the relief of muscular hypertonia occur- 
ring in a case of post-encephalitic Parkinsonism. My 
patient has arthritis as well, and the combination is a 
peculiarly distressing and disabling one, but the symptom 
that seems to trouble her most at present is a painful stiff- 
ness of certain groups of muscles, particularly the quadriceps. 
which renders sitting or remaining in one position for any 
length of time almost intolerable. There are no actual 
contractures or obvious cramps. 


Varicose Veins 

Dr. Danie M. Raynes (London, S.W.1) writes in answer to 
“M. E. D.” Journal, November 19, p. 1070): I have had a 
similar case of a female patient who, according to her own 
account, had had numerous varicose veins of long standing 
injected by her previous doctor with great success. How- 
ever. two very large veins, one in each leg, proved very 
resistant to repeated injections of various preparations, 
I injected each of them once. using 2 c.cm. of a 5 per cent. 
sodium morrhuate (B.D.H.) solution, without any result. 
On her return a week later it occurred to me that, since 
all sclerosing materials must of necessity irritate the endo- 
thelial lining of the vein before the desired thrombosis can 
occur, it would be useless to continue the injections unless 
the irritating material came into actual contact with the 
endothelium in that part of the vein where occlusion was 
desired. Accordingly | arranged for the patient herself to 
apply gentle but moderate pressure over the most dependent 
parts of the vein by means of a pad of cotton-wool that 
] placed along the course of that vein; this left exposed 
only the uppermost part of that vein, where I injected 
2 c.cm. of the same solution. The pgtient was instructed 
to keep up the gentle pressure until, after withdrawing the 
needle and sterilizing the site of the puncture, | fixed the 
same pad by means of an elastoplast bandage applied fairly 
firmly round that part of the leg where the varicose vein 
was prominent. This technique apparently prevented the 
irritating fluid from either dropping down the drain, as it 
were, to where it was not required, or from becoming diluted 
in the comparatively large amount of blood in the previously 
uncompressed vein. To my amazement, on the patient's 
return a week later there was hardly a trace of either of the 
long-resistant veins after only a single injection into each 
one of them. 


Dr. F. REYNOLDs (Manchester) also writes: The quinine fails 
to act because in the large veins the solution is washed 
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away by the blood stream before it has acted on the endo- 
thelium. I would suggest that “M. E. D.” should try 
injections with sodium morrhuate, 10 per cent. instead of the 
usual 5 per cent., giving 2 c.cm. at each injection. A useful 
tip in resistant cases is to move the needle carefully from 
side to side while injecting the solution within the vein. 


Cattle Ringworm in Man 


Dr. T. J. Ho7tins (Battle. Sussex) writes in answer to Dr, 


“ss 


Stewart (Journal, November 12, p. 1027): 1 have found 
“ mitigal ” (Bayer) practically a specific in such cases, 
I paint it on each day with a camel-hair brush, and cover 
with a simple dressing. After five or six applications 
the ringworm disappears. With the permission of a local 
farmer | treated some calves that had well-marked ringworm, 
In every case it cleared up after a few applications. 


Case for Diagnosis 

Nemo” writes in reply to Dr. E. S. Hawkes (Journal, 
November 19, p. 1070): I would suggest that if the rise in 
temperature follows the midday meal it would be advan- 
tageous to have an x-ray photograph of his patient's teeth, 
because root sepsis might account for the condition. In 
many families this meal more than any other includes 
butcher’s meat: and as such food generally requires more 
mastication than other, vigorous mastication might be 
responsible for driving pus into the lymphatics, and so 
setting up a condition such as he details. 


LETTERS, NOTES, ETC. 


Suppression of Lactation 


Dr. FREDERIC SANDERS (London, E.4) writes: In the Journal of 


October 29 (p. 887) is a paper by Drs. G. L. Foss and 
P. Phillips advocating oestrone for the suppression of lacta- 
tion, and in that of November 5 (p. 944) an article by Mr. 
M. J. Petty suggesting “ salyrgan” for removing superfluous 
fluid. Has anyone tried the latter drug for the former 
object? I have recently had a patient whose mountainous 
breasts literally poured milk. 


Heparin and Thrombosis 


Mr. J. E. R. McDonaGH (London. W.) writes: Heparinized 


tubes are convenient for collecting blood for examination 
which has to be sent by post. In specimens collected in 
this way the percentage of the blood sugar cannot be 
estimated : if examined soon after the blood is withdrawn 
the blood sugar may be either slightly raised or lowered. 
The sedimentation rate is always increased and so are the 
refractive index. the viscosity. the viscosity-refractive index, 
and the viscosity-protein index. The percentage of the 
blood urea and the protein are as a rule increased. and 
it is only rarely that they are unaltered or slightly lowered. 
The picture obtained with the dark-ground condenser shows 
more precipitated colloid particles and a large number of 
crenated and contracted red blood corpuscles. Heparin 
appears to have the same action as sodium polv-anethol 
sulphonate (“liquoid”). In the terminology | am in the 
habit of employing. I believe that the first action of these 
preparations is to dehydrate the colloid particles in the 
blood and the subsequent action is to hydrate them. I 
hold the prevention of coagulation to be due to the 
exhibition of the latter chemico-physical change. Throm- 
bosis when it occurs in a healthy vein I regard as due 
to gelation. which is one of the phenomena produced in 
dehydration. It is one which in my experience is_ best 
remedied by intramuscular injections of Sum 468 in doses 
of 0.001 to 0.002 gramme. Larger doses may be employed 
when it is desired to reduce the number of injections from 
eight or more to one or two, but in this case the injections 
need to be made intravenously. Thrombosis in an artery 
falls into a different category and requires different treat- 
ment, because it is secondary to disease of the vessel wall. 


A Delivery Towel for Midwifery 


Dr. R. E. M. Taunton (Hanwell, W.) writes: In reply to Mr. 


Ernest B. Hinde’s note in the Journal of October 29 (p. 928) 
on the use of a special towel with a pocket, a sterile towel 
is not always available in general practice. I have found 
with practice that I can use my left elbow for pressure on 
the fundus just as well as my left hand, and so keep the left 
hand sterile. 1 have used this method for many years. 
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